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improvement was quickly visible, the patient recovered 
her strength and is today in good health.’’ 
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DISEASE IN CHILDHOOD 


A Clinical Study 
By ROBERT S. FREW, M.D (Ed.), F.R.C.P.(Lond.) 


Physician to the Hospital for Sick Children, Great Ormond Street. 


THE FIRST YEAR: Birth to One Month; One Month to Six Months; Six Months 
to One Year. Illustrated. 30s. net. 


** Dr. Frew has written a unique book in many ways... 


an excellent clinical study which may be considered 


the book of the year relating to diseases of children.’’—Medical Press and Circular. 


MACMILLAN & CO. LTD., ST. 


MARTIN’S ST., LONDON, W.C.2 








Just Published. Large 8vo. 376 pp., with 10 Plates, some 
in colour, and 236 Lilustrations. 20s. net, postage 6d. 
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PRACTICAL OBSTETRICS 


By O’DONEL BROWNE, 
M.B., B.Ch., B.A.O., F.R.C.P.I. 


Assistant Gynecologist, Sir Patrick Dun’s Hospital> 
Dublin ; Assistant to the Professor of Midwifery, 
Trinity College, Dublin. 


Based on the wide experience of the author both as an 
obstetrician and teacher, this work deals essentially with the 
practical aspect of midwifery. The numerous semi-diagram- 
matic illustrations form a special feature of the book. 


Just Published. Large 8vo. 436 pp.» with 282 Lilustrations, 
of which 17 are in colour. 25s. net, rostage 6d. 


Symptoms and Signs in 


CLINICAL MEDICINE 


An Introduction to Medical Diagnosis 


By E. NOBLE CHAMBERLAIN, M.D., M.Sc., M.R.O.P. 
Lecturer in Medicine, University of Liverpool ; Assistant 
Physician, Royal Infirmary, Liverpool; Visiting 
Physician, Smithdown Road Hospital, Liverpool. 
With a chapter on the Examination of Sick Children, 
By NORMAN B, CAPON, M.D., F.R.C.P. 
Lecturer in Diseases of Children, University of Liverpool. 

The aim of this book is to help the student and young 


| practitioner to master the technique of medical examination 


and to apply it to the problems of diagnosis and practice. 
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EXTIRPATION OF THE LUNG* 


By GerorcGe A. Mason, M.B. Durh., F.R.C.S. Eng. 
HONORARY ASSISTANT SURGEON TO THE HOSPITAL FOR SICK 
CHILDREN, NEWCASTLE-UPON-TYNE ; THORACIC SURGEON TO 
THE NEWCASTLE GENERAL HOSPITAL AND THE 
SUNDERLAND MUNICIPAL HOSPITAL 


(WITH ILLUSTRATIVE PLATE) 


CERTAIN patients with unilateral pulmonary disease 
not amenable to other therapeutic measures, for 
whom the outlook is otherwise hopeless, may be 
relieved or even cured by removal of the affected 
organ. 

Sauerbruch and the German school, with true 
international courtesy, credit Macewen! with the 
first successful operation of this kind in 1895; but 
the published account of this case reveals that 
although the necrotic remnants of a broken-down 
tuberculous lung were removed in several stages, no 
formal pneumonectomy, in the modern sense, was 
performed ; the hilus was not interfered with, and 
it was considered inadvisable to remove the adherent 
apex completely. Another interesting case is that 
reported by Sauerbruch? in 1923; accidental 
interference with the blood-supply of the left lung 
during removal of a large ganglioneuroma from the 
posterior mediastinum of a young woman led to 
necrosis of the whole lung, the sloughs of which were 
removed, and the patient recovered. 

A host of investigators, commencing with Gluck * 
in 1881, demonstrated the possibility of the successful 
extirpation of an entire lung in the experimental 
animal. Thirty years later Kiimmell * performed the 
operation, but unsuccessfully, in man, and although 
others, notably Meyer,® Lilienthal,® and Archibald,’ 
repeated the attempt, it was never successful until 
a further twenty years had elapsed—i.e., in 1931, 
when Nissen,* working in Sauerbruch’s clinic in 
Berlin, resected the entire left lung of a girl of 12, 
who was suffering from bronchiectasis secondary to 
a traumatic rupture of the left main bronchus. In 
the following year Haight,® working in Alexander’s 
clinic in Michigan, repeated this success when he 
removed the entire left lung of a girl of 13, in whom 
bronchiectasis had followed delayed removal of an 
aspirated foreign body. 

The greater risk of sepsis may possibly make the 
operation more hazardous for bronchiectasis than 
for neoplastic disease, and although additional 
successes have been reported during the last three 
years, these have been mostly with growths. 

A year ago a preliminary report was published of 
two of my cases in each of which an entire lung had 
been successfully removed some months previously 
for bronchiectasis.'1° About the same time, in an 
issue of the Post-Graduate Medical Journal, specially 
devoted to lung surgery, the most radical treatment 
suggested for bronchiectasis involving more than 
one lobe, even when unilateral, was thoracoplasty. 
The successful cases of pneumonectomy recorded by 
Tudor Edwards and Roberts ' show that this view 
is no longer held. Ferrari’* and Haight have both 
published excellent papers in which the relevant 
literature is critically reviewed, and reference to 
which is well worth while. 

A personal series of six cases of bronchiectasis in 


* Based on a Hunterian lecture delivered before the Royal 
on of Surgeons of England on Jan. 3st, 1936. 
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which a whole lung has been extirpated, in four with 
success, is the experience on which this communica- 
tion is based. Additional experience, derived from 
a considerably larger series in which lobectomy 
only was performed, is also drawn upon when 
necessary. 

Indications 

Pulmonary diseases for which this operation may 
be required include gangrene, suppuration, tuber- 
culosis, and new growth. 

Gangrene of the lung is frequently found without 
any considerable degree of adhesion-formation between 
it and the parietes. As yet no opportunity has 
arisen, but I am impressed with the probability in 
these cases of success attending the application of 
mass ligatures to the hilus and amputation of the 
gangrenous mass beyond. 

Suppurative diseases of the lungs include congenital 
multicystic lung, unresolved pneumonia, and multiple 
pulmonary abscesses, with or without some degree 
of accompanying bronchial dilatations ; it is to these 
pathologically diverse yet clinically similar conditions 
that the term bronchiectasis is loosely, but at present 
often conveniently, applied. Their gravity is such 
that the indications for extirpation are necessarily 
elastic, it being for some of them the only form of 
curative treatment. 

“Dry” cases are naturally among those most 
likely to survive operation, and this is generally 
advised. Its recommendation is of much more import- 
ance if hemoptysis has occurred, or if the case has 
once been “wet,” because relapse is likely. Here 
it should be mentioned that in clinically “ dry ” 
cases it is not unusual to find quantities of purulent 
secretion expressed into the bronchus during opera- 
tive manipulations of the lung, even if it has been 
collapsed for some time. Constitutional treatment 
and postural drainage are employed in an endeavour 
to abolish or diminish sputum production before 
operation, but too much time can be wasted over 
such measures. Tonsillectomy may be a dangerous 
preliminary measure, for the operation area may be 
readily infected by the sputum. Vaccine therapy 
is advocated by some, but in my experience no 
improvement has followed other than could be 
accounted for by the measures already alluded to ; 
nor have I observed any favourable influence exerted 
thus on the post-operative course. Artificial pneumo- 
thorax, pleural tamponnage, extrapleural pneumo- 
lysis (plombage), phrenic paralysis, and thoraco- 
plasty are amongst the measures available to collapse 
a lung, and on occasion they prove useful by diminish- 
ing the previously excessive production of sputum 
before proceeding to the major operation. 

A history of a previous empyema, in connexion 
with the affected lung, has not proved a contra- 
indication to operation. The adhesions in such cases, 
although generalised, are more often than not easily 
separated. 

Occasionally cases are encountered in which broncho- 
graphy shows one lung to be replaced by large saccular 
cavities, while there is a less serious but similar 
condition in the contralateral lobe. At present in 
such cases collapse therapy, rather than extirpation, 
seems indicated and, indeed, sometimes does give 
considerable relief by diminishing expectoration. 

Tuberculosis when strictly unilateral seems to 
offer scope for this operation. Macewen’s case has 
already been referred to. Although not a pneumo- 
nectomy in the modern technical sense of the word, 
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it was one to all other intents and purposes. It 
demonstrated not only the possibility of even a 
gross tuberculosis lesion being unilateral, but also 
the possibility of the patient’s survival for many 
years of active life after its successful elimination. 
The increasing popularity of the conservative—and 
hence apparently safer—collapse therapy has diverted 
interest from the possibility of extirpation. It has 
gradually become appreciated, however, that many 
cases, especially those of a predominantly ‘“* exuda- 
tive’ nature, are unsuitable for such treatment, and 
it is for this material that more radical measures 
may possibly be adopted with success. Actually 
Reinhoff,* adopting a technique to be mentioned 
subsequently, has successfully resected an entire 
lung for tuberculosis. 

New growths of the lung are being recognised 
with increasing frequency. The situation of most of 
them, malignant or benign, is usually such as to 
preclude lobectomy. Further, complete removal of 
an organ affected with malignant disease is a gener- 
ally accepted principle in surgery. The vast majority 
of these growths have progressed beyond the bounds 
of legitimate surgical enterprise when first seen by 
the thoracic surgeon ; this has been my own experi- 
ence, but Graham,!* Archibald, and Reinhoff,'® 
among others, have successfully resected lungs thus 
affected. 

When hzemoptysis, abnormal expectoration, &c., 
are regarded as symptoms requiring investigation 
just as urgently as hematuria or optic neuritis, many 
cases will be diagnosed during a phase amenable to 
extirpation. 

Technique 


Anesthesia is obtained with either chloroform or 
ether vapour and oxygen, administered by the 
intratracheal method to facilitate both the use of 
differential pressure and the evacuation, when 
necessary, of sputum. The patients in this series 
being young, Avertin was employed in each as 
a preliminary basal narcotic: Omnopon-scopolamine 
is preferable as a sedative before operation in older 
subjects. 

The approach is usually by a posterolateral incision 
through an intercostal space, the patient lying on 
the opposite side with a sandbag under the chest. 
A long incision extending from the spine almost to 
the sternum was employed in the first three cases of 
the present series ; this crossed the lower end of the 
scapula, which was then retracted to permit access 
between the 5th and 6th ribs: a shorter incision 
below the angle of the scapula sufficed in the later 
cases. Forcible separation of the ribs by a suitable 
retractor gives adequate exposure, but with a shorter 
incision it is advisable to divide or, better still, to 
resect subperiosteally small portions of the adjacent 
ribs. More extensive costal resections may be 
required with chest walls of a more rigid type. 

An incision which, although similar, is predomi- 
nantly anterior, is required for those cases in which 
a formal dissection of the individual elements in the 
hilus is undertaken. 

Incisions entailing the use of an osteoplastic flap 
have been generally discarded, but such an incision 
is an essential feature of the method suggested and 
described by Ferrari,!* “la exoneumopexia extra- 
pleural’; through this incision, after mobilising 
the lung and ligaturing its hilus, extensive sub- 
periosteal resections of the ribs are carried out trans- 
pleurally. Thus, the cavity being obliterated, it is 
possible to exteriorise the exsanguinated lung which 
subsequently sloughs off. The lung is mobilised by 
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division of the pulmonary ligament and of such 
adhesions as may be encountered. 

There are three methods by which the actual 
removal of the lung may be effected : 

1. A careful dissection is made of the pulmonary 
pedicle, the vascular elements are divided between 
ligatures, and the bronchus, having been divided at 
a convenient level, is closed by interrupted sutures 
to allow approximation. The chest is then closed. 
This method should be employed in neoplastic disease, 
being the most radical and hence approximating 
most closely to the ideal for such cases, An artificial 
pneumothorax may with advantage be induced and 
maintained during the ten or fourteen days preceding 
operation. Adhesions render the operation difficult, 
and it should be avoided where there is reason to 
suspect any induration of the pedicle, the thin-walled 
vessels being only too easily lacerated, and, under 
such circumstances, difficult to control. 

Reinhoff,!* 15 using this technique, had performed 
successfully five such operations before February 
last year. All, except one which was for tuberculosis, 
were for growths. The youngest patient was aged 3, 
and the oldest 70. 

2. The Brunn-Shenstone technique for lobectomy 
may be applied to these cases. ° The pulmonary 
pedicle being controlled by either a tourniquet or 
a clamp, the lung itself is then amputated about 
? in. beyond this. A series of hemostatic and stay 
sutures are used to transfix the vascular and bronchial 
elements in the pedicle, such parenchyma as may be 
available is utilised to cover over the stump by 
suturing. The chest is then closed, and airtight 
drainage provided through a small separate wound 
below. 

Evarts Graham ™* in 1933 successfully used this 
technique for a case of bronchial carcinoma, the first 
successful one-stage pneumonectomy with closure 
of the chest to be performed. An almost identical 
technique was used in three of the present cases, 
although only one lobe was removed at a time. 
This was necessary because of the somewhat ambi- 
guous bronchograms available, the state of the upper 
lobe being undetermined in two of the cases until a 
second instillation of lipiodol was made after removal 
of the lower lobe. The condition of the patient after 
mobilisation of the lower lobe may also be such as 
to make this procedure sometimes advisable. 

3. The remaining or two-stage method is that in 
which the pulmonary circulation is abolished by the 
application of mass ligatures either to the pedicle 
of the lung as a whole, or to the pedicles of the indi- 
vidual lobes, after their mobilisation. Tampons are 
arranged around the lung, and the wound closed 
temporarily after provision is made for irrigation 
with antiseptic solutions. The chest is reopened 
after a period of 10-12 days, the packs changed and 
the necrotic lung removed. Tardy separation of 
the sloughs may necessitate removal of the lung 
just beyond the ligatures, which will be extruded 
spontaneously shortly afterwards. 

This technique should probably be used only 
when the mediastinum is known to be comparatively 
immobile and when a previous inflammatory process 
has so altered the pleura that its normal absorptive 
powers are likely to be greatly diminished. Its 
adoption in the presence of a virgin pleura seems to 
be little more than criminal, and in such cases the 
Sauerbruch and Alexander schools, both of whom 
favour the method, endeavour to promote adhesions 
between the visceral and parietal pleure at a pre- 
liminary operation—the former by using an extra- 
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pleural ‘“ plombe ” 
pleura with gauze. 

Inadequately tied ligatures, or retraction of the 
hilar tissues within them, may lead to the develop- 
ment of moist rather than dry gangrene. If this is 
recognised by the occurrence of a profuse foul dis- 
charge, tighter ligatures are applied, but this detection 


and the latter by stroking the 





FIG. I.— Air embolism in the brain after lobectomy. 


is not always possible until the patient is in extremis 
(Case 3). To obviate this danger rubber tubing is 
used by some instead of, or in addition to, the silk 
ligatures already mentioned. Alexander now recom- 
mends for this purpose an automatic tourniquet 
introduced by Carr. Confidence in the efficacy of 
the mass ligatures may justify immediate amputa- 
tion of the lobes, and so minimise the amount of 
sloughing tissue. This step may be imperative when 
deterioration in the general condition after a difficult 
mobilisation contra-indicates ‘the completion of an 
operation originally intended to be one-stage. 
Secondary hemorrhage from the hilus, due to infee- 
tion of the clot in the large vessels after or during 
separation of the sloughs, is not unknown, and 
appears to have been invariably fatal. 

The two-stage method has many disadvantages : 
more than one severe operation is required; it 
involves the presence of a foul suppurating wound ; 
and convalescence is delayed by a prolonged and 
serious illness extending not only between the stages, 
but often for some time afterwards, undoubtedly 
throwing a very great strain on the recuperative 
powers of the patient. Deformity is likely to be 
much greater because of the necessity of maintaining 
the wound open for a considerable period so that 
the sequestration process and its sequela may be 
to some extent under visual control ; indeed, it may 
be necessary, as in two of the present series, to assist 
obliteration of the cavity by means of some type of 
thoracoplasty—this aid may also be necessary in 
other methods of pneumonectomy. 


Difficulties and Complications 

Hemorrhage is an ever-present danger during a 
dissection in the vicinity of the pulmonary pedicle, 
and has usually proved rapidly, if not immediately, 
fatal. Meyer® and Lilienthal ® have both reported 
their experiences in this connexion. 

Premature or accidental release of the tourniquet 
is attended by serious hemorrhage, but this accident 
need not necessarily prove fatal if suitable large 
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hemostatic clamps are kept ready for such an even- 
tuality. The situation may be retrieved, as it was 
in three cases of mine in which the accident occurred 
during lobectomy. 

Serious loss of blood may occur from the numerous 
small vessels torn during the separation of dense 
adhesions, but this can usually be obviated by apply- 
ing gauze pads to the raw area whenever possible 
whilst working in some other part of the chest. The 
loss may be so great as to require replenishment of 
the circulation by a transfusion of blood at, or even 
before, the termination of the operation. 

The risk of secondary hemorrhage, 
associated with separation of hilar 
already been alluded to. 

Shock. tetrogression of the general condition 
during a difficult mobilisation is usually transient, 
but may compel cessation. 


especially 
sloughs, has 


Hence it is important 
to avoid lacerating the lung unless its removal is 
certain, otherwise serious septic complications will 
follow. Dr. Philip Ayre, the anesthetist who is 
associated with me in this work, has lately in adult 
eases administered a spinal anesthetic before inducing 
general anesthesia. With this technique we have 
observed that the patients have been singularly 
little, if at all, disturbed by mobilisations of the most 
difficult and severe type. 

Air embolism has not as yet been reported in con- 
nexion with this operation, but it has caused the 
death of two patients of mine on whom lobectomy 
was performed (see Fig. I.). There seems to be no 
reason why pneumonectomy should be completely 
immune from this accident and brief reference will 
therefore be made to it. In each case the upper 
lobe had been torn near the hilus. In the first this 
was being repaired when air was suddenly aspirated 
into a pulmonary vein because of a mishap to the 
anesthetic apparatus, causing a sudden fall of the 
intrapulmonary air pressure. In the second patient 
a similar but smaller and not so accessible laceration 
was controlled merely by packing, and the fatal 
aspiration of air occurred about four hours later. 

Lung-root reflexes were dealt with by O’Shaugh- 


nessy 1°17 in his Hunterian lecture last year. Certain 
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FIG. I.—Synchronous tracings (respiration, blood pressure, and 
pulse) showing effect of electrical stimulation (1, 2, and 3) 
deep in the interlobar fissure. 








phenomena of this order have been observed in 
connexion with a variety of intrathoracic operations, 
but those experienced in Case 1 of the present series 
are worthy of mention. During manipulations in 
the interlobar fissure at the hilus and whenever the 
mass ligatures were tightened, there were curious 
bodily jerks, which appeared to be violent expiratory 
movements; in addition and simultaneously, the 








eta 


Rez 


— wer 


a ee 





1050 THE LANCET] 


auricles were seen to distend the pericardium, whilst 
the aorta apparently ceased beating. These recurred 
at least fifteen or twenty times. Somewhat similar 
phenomena were noticed recently in a lobectomy 
patient. These 
disturbances 
can be repro- 
duced with 
comparative 
ease in the cat 
»| by electrical 
> stimulation 
applied deep in 
the interlobar 
fissure. Their 
nature may be 
studied with 
the help of 
simultaneous 
and synchro - 
nised tracings, 
recording 
|} changes in 
| respiration, 
| blood pressure, 
| and pulse-rate 
| «Fig. II.). 
This suggests 
the probability 
| of these pheno- 
' : =" mena being 
FIG. IlIl.— Radiogram of cat’s chest after reflexes of a 
pneumonectomy. 
nervous, prob- 
ably vagal, 
nature, and this is proved by their prevention when 
novocain is infiltrated into the tissues between the 
point of stimulation and the mediastinum. 

While dissecting the main pulmonary artéry of a 
cat preparatory to pneumonectomy a similar bodily 
jerk was noticed ; it coincided with immediate and 
permanent cessation of the heart beat aud of respira- 
tion. Such a sudden fatality is rare, not only in the 
experimental animal, but fortunately in man. Sauer- 
bruch, however, tells of a patient who died at the 
moment of application of a ligature to the pedicle 
of a lobe. As a precautionary measure the medi- 
astinum near the hilus may be infiltrated with 
novocain. This, however, is usually only practicable 
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when the pleura is free; when pleural adhesions 
are a prominent feature, it is difficult and often 
impossible to make the necessary injection under 
visual control. This precautionary measure is 
therefore often withheld. 

Delayed reflex phenomena, conveniently so-called, 
include a variety of conditions becoming manifest 
at a varying 
time after 
operation, such 
as tachycardia, 
dilatation of 
the right side 
of the heart, 
acute cedema of 
the contra- 
lateral lung, 
asthmatic 
wheezing, &c. 
Certain of these 
have been 
encountered in 
connexion with 
lobectomy 
rather than 
with pneumo- 
nectomy; but 
again there is 
no obvious 
reason why they should be regarded as unlikely in 
the latter. 

Tachycardia is occasionally a prominent feature 
which may persist for some considerable time after 
operation. A rapid pulse was present for almost a 
fortnight in two of the patients in whom mass liga- 
tures were employed ; in the third, who died at the 
end of a week, it was present throughout the post- 
operative course. In certain of these cases the 
possibility of toxic absorption from the gangrenous 
lobe, due perhaps to shrinkage of the pedicle within 
the ligature, must be considered as a possible cause. 
Sometimes this acceleration of the pulse is progres- 
sive and fatal. In Case 5 the vagus nerve was found 
to have been damaged during the application of the 
tourniquet (Fig. XVII.). The patient, whose condition 
seemed satisfactory at the conclusion of the operation, 
had an increasingly and uncontrollably rapid pulse. 

Dilatation of the right side of the heart may 
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FIG. V. (Case 1).—Bronchogram showing 
bronchiectasis of entire left lung. 














FIG. IV. Case 1),—Obliteration of the cavity after pneumonectomy. 
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possibly be associated with the increased mechanical 
strain thrown on the pulmonary circulation by these 
operations, but the compensatory abilities possessed 
by the circulatory system are well known. Both 
this and the experience that the onset of the com- 
plication may not be until many hours after the 
operation suggest the possibility that it may be 
essentially a reflex phenomenon of a delayed type. 
The same remarks apply to acute edema of the 
remaining lung. 

Bronchial fistule cause little disability when they 
open directly on to the surface of the chest wall. 
One such patient of mine even works in a coal-mine 
without any protective covering over a small fistula 
persisting after drainage of a pulmonary abscess. 
The danger of an aspiration pneumonia and of 
abscess formation in the other lung, due to these 
fistule, is increased if they open into a cavity between 
it and the parietes ; it is still greater if these cavities 
are infected, and especially if they are inadequately 
drained. Reinhoff deliberately fractures the cartilage 
to overcome its spring-like action, which tends to 
reopen a bronchial wound. Others rely upon cauteris- 
ing the bronchial mouth with silver nitrate prior to 
its closure by suture. The certain prevention of 
fistule is almost impossible, and the majority of 
patients develop one during some period of their 
convalescence. Admittedly some are so slight as to 
be recognisable—often unexpectedly—only with the 
aid of lipiodol. 

Tension pneumothoraz is a complication encountered 
much less often than would be expected despite the fre- 
quency with which the post-operative course in these 
cases is complicated by the presence of bronchial 
fistule. It is likely to arise only where drainage 
of the pleural cavity has either not been employed or 
has ceased because the tube has been obstructed 
or removed. Recognised by the sudden occurrence 
of severe respiratory distress it must be promptly 
relieved by the establishment of efficient drainage. 


Effects on the Chest 


The fate of a cavity from which the lung has been 
removed is a study of some interest. In the experi- 
mental animal the mediastinum moves towards the 
side from which the lung is removed (Fig. III.). To 
a less extent the chest wall falls in, and the diaphragm 
ascends, even when it is not paralysed, though 
naturally not to so high a level. A residual pneumo- 
thorax, roughly pyramidal in shape, with its base in 





A B 
FIG. VII. (Case 1).—Radiograms after pneumonectomy, (A) partial obliteration of 
residual cavity, (B) after thoracoplasty, 
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FIG. VI. (Case 1).—Necrotic lobes of the left lung removed 
12 days after ligatures (below) had been tightly applied to 
the hilus. Half scale. (Specimen in Museum of Royal College 
of Surgeons of England.) 

the pleural dome, persists between the axilla and 
the mediastinum. Exactly the same process happens 
in the human subject. This statement is supported by 
radiological evidence obtained in Case 4 (Fig. XII. a, 
b, and con Plate), and also in Cases 1 and 2, where 
it was possible to watch the process through parietal 
wounds kept widely open (Fig. VI. 4, B, andc). When 
there is no large or persistent bronchial fistula, and 
when the parietal wound has remained closed 
ab initio, the residual pneumothorax space is probably 
permanent. If, on the other hand, a major bronchial 
fistula persists with or without an associated external 
sinus, some form of thoracoplasty 
is required to obliterate the cavity 
(Fig. VII. a and B). Experience 
that this should be car- 
ried out much sooner than was 
done in Cases 1 and 2, that 
convalescence may be shortened 
and a more satisfactory final result 
obtained. 


suggests 


80 


The Cases 
CASE 1 


M. V., a girl aged 13, referred by 
Dr. Horsley Drummond. Since the 
age of 5 she had suffered from recurrent 
attacks of ‘‘ pneumonia,” each of 
which was followed by profuse expec- 
toration of foul sputum. In 1931, 
following such an attack, an empyema 
in connexion with the base of the 
left lung was drained at another 
hospital. She was admitted to the 
Royal Victoria Infirmary, Newcastle- 
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upon-Tyne, in April, 1934, suffering from a pneumonic 
attack. Subsequent lipiodol examination demonstrated 
bronchiectasis oi the entire left lung (Fig. V.). The sputum 
diminished and almost completely disappeared with 
general treatment, but pallor and clubbing of the fingers 





' Bah. eee 
FIG. VIII.—Case 1 one and a half years after 
pneumonectomy. 


persisted. The chest wall was retracted on the left side 
and the sternum unduly prominent. : 
Operation (May 4th, 1934).—Anesthesia was adminis- 
tered by Dr. W. J. Phillips. Preliminary basal narcosis 
with avertin (80 per cent. of the charted ‘‘ Bayer ”’ dose 
followed by intratracheal insufflation of oxygen, warmed) 
ether vapour, and a small quantity of nitrous oxide. 
A second intratracheal tube was also introduced to facili- 
tate evacuation of pulmonary secretion. The patient 
was placed on her right side with a sandbag under the 
chest. A long incision was employed, extending from the 
spine behind to the sternum in front, and crossing the 
scapula about 3 cm. above its angle. The latissimus 
dorsi, &c., were divided in the line of the incision and 
the scapula retracted forwards and upwards. The 5th 
and 6th ribs were divided close to the spine, and their 
intercostal muscles divided throughout the length of the 
incision. These ribs were then widely separated with the 
help of a de Quervain retractor. The lung was com- 
pletely adherent, but the two lobes were freed and mobi- 
lised with comparative ease. Two stout braided-silk 
ligatures (Pearsall No. 22) were tightly applied to the 
pedicle of each lobe, and the phrenic nerve was divided 
above the root of the lung to facilitate subsequent oblitera- 
tion of the cavity. During manipulation of the hilus, 
and while the ligatures were being tightened, the curious 
bodily jerks were seen that have already been described 
and attributed to lung-root reflexes. Gauze tampons 
were wrapped round the lobes to prevent readhesion, and 
the wound was almost completely closed, except pos- 
teriorly for the tampons. Flavine was instilled daily. 
The wound was reopened on the sixth day and the 
tampons changed. This was repeated on the eleventh 
day, but on this occasion the lobes were ablated with 
the help of a thermocautery (Fig. VI.), and the wound left 
widely open throughout its entire length (Fig.TV.a). Two 
or three days later the small remaining fragments of the 
dicles in the ligatures sloughed off, and the cavity 
immediately began to diminish in size (Fig. IV.8). There 
was slight pyrexia, and the pulse-rate was about 120 for 
almost a fortnight after the sloughing lung was removed 
from the chest, but the thoracic cavity appeared clean 


and the general condition steadily improved. For two 
or three days after the operation there was some degree 
of oedema of the opposite lung, evideneed by frothy 
expectoration, but this was easily controlled by atropine. 

Progress.—Massage and appropriate exercises were 
carried out from an early stage in order to prevent the 
development of scoliosis. Having gained over a stone in 
weight, and with the general health greatly improved, 
the patient was allowed to return home on Sept. 30th. 
She attended as an out-patient at frequent intervals. 
The cavity has become greatly obliterated by flattening 
of the chest wall and elevation of the paralysed diaphragm 
until only the size of a walnut (Fig. IV.c). On its floor were 
two bronchial fistule. Further spontaneous obliteration 
not having occurred, the patient was readmitted to hos- 
pital in October, 1935. Small portions of the upper five 
ribs were resected paravertebrally (Fig. VII.). This thoraco- 
plasty has sufficed to diminish the cavity still further, 
and to such an extent that the upper bronchial fistula is 
now occluded, but the lower still persists in the floor of 
the depressed scar; it is hoped that applications of 
silver nitrate will suffice to obtain this closure. In 
any case it is unlikely that any other treatment wil! be 
adopted, the condition causing little or no disability. 

The patient has remained free from cough and expec- 
toration for more than eighteen months, clubbing of the 
nails has disappeared, and she leads a more or less normal 
life (Fig. VIII.). 

CASE 2 


H. V., a youth aged 18, referred by Prof. W. E. Hume. 
When he was 5 years old a small stone became impacted 
in the right bronchus and was not coughed up until two 
years later. Since then there was a constant and copious 
expectoration of foul sputum. He was in a sanatorium 
at one period, but tubercle bacilli were never detected in 
his sputum. Recently signs of toxic absorption became 
evident—clubbing of the fingers, night sweats, and loss 
of weight. He coughed up daily 8-10 oz. of foul sputum 
after admission to the Royal Victoria Infirmary. A lipiodol 
examination revealed the presence of such a gross degree 
of bronchiectasis that only scattered pools of lipiodol 
were seen in the right lung (Fig. XV. on Plate). The heart 
and trachea were much displaced to the right side. The 
right phrenic nerve was evulsed in September, 1934, as 
a preliminary to pulmonectomy. The sputum subse- 
quently diminished in amount to 2 oz. a day. 

Operation (Oct. 18th, 1934).—Anesthesia similar to 
that in the first case was again given by Dr. Phillips. 
The incision was also the same; the right side of the 
chest was 
opened. Des- 
pite radiological 
appearances the 
right lung was 
not adherent, 
except by a few 
bands at the 
apex and by a 
dense symphysis 
to the paralysed 
and elevated 
diaphragm. The 
lung was small 
and shrunken, 
and as it was 


difficult to FIG. IX. (Case 2).—Lung after removal. 


demonstrate About half scale. 

the interlobar 

fissure, only one stout braided-silk ligature (Pearsall 
No. 22) was tightly applied to the whole hilus after mobi- 
lisation. No obvious reflex phenomena were observed, 
but the blood pressure at this stage having fallen to 
30 mm. Hg (as recorded in the arm), the operation was 
rapidly terminated, as in the first case. The condition 
rapidly improved after the patient returned to bed, but 
a persistent pulmonary cdema, evidenced by frothy 
expectoration, developed, which required the repeated 
administration of atropine during the. subsequent fort- 
night. The wound being opened, under light anesthesia, 
on the seventh and again on the thirteenth day, the 
tampons were changed. It was hoped that the lung, 























THE LANCET | 


which was now very much shrunken, would slough off, 
but as it failed to do so, it was removed with the galvano- 
cautery thirty days after the operation (Fig. IX.). 

Progress.—The wound and the cavity diminished in 
size with amazing rapidity, the diaphragm rose steadily, 
and the mediastinum moved across in a striking manner. 
The cavity 
itself, three 
months after 
the operation, 
was only 
about one- 
fifth or one- 
sixth of its 
original size, 
and at that 
time it ap- 
peared highly 
probable that 
a thoraco- 
plasty would 
be required to 
obliterate it 
completely. 
There were 
three small 
bronchial fis- 
tule, through 
which a cer- 
tain amount 
of flavine- 
stained dis - 
charge was 
aspirated 
from the 
cavity, but 
this only 
amounted to 
approxi- 
mately 4 oz. 
a day. But further obliteration was very slow. The 
cavity, especially in its lower part, never seemed 
so singularly free from infection as in the previous 
case, and about four months after operation this was 
aggravated by an attack of scarlet fever. Subsequently 
this infection, which gave rise to occasional periods of 
hyperpyrexia, was found to originate in a localised area 
of osteitis in the rib immediately below the wound. This 
was removed and the attacks ceased. 

In October, 1934, the patient, who had been allowed 
home for a while, was readmitted to hospital, and a thora- 
coplasty operation, similar to that employed at this 
juncture in Case 1, was performed. As a consequence 
the cavity is now represented by a deep chink, in the floor 
of which bronchial fistule can be heard but not seen. 

The general condition of this patient fluctuates con- 
siderably. There is still daily expectoration of approxi- 
mately 4-1 oz. of sputum, but it is not clear whether 
this originates in the wound or in the opposite lung, 
although no abnormai physical signs have been elicited 
in the latter (Fig. X.). 


FIG. X.—Case 2 after pneumonectomy. 


CASE 3 


F. B., a boy aged 7, referred by Dr. J. R. Beal. 
Three years previously, whilst in a sanatorium for “ chest 
trouble,’ he developed scarlet fever; under observation 
at tuberculosis clinic since because of occasional pain in 
chest and constant irritable cough accompanied by 
expectoration of foul sputum. A year later he was in 
hospital for thirteen weeks when rales were noticed in 
left lung; he was admitted to department of thoracic 
surgery, Sunderland Municipal Hospital, in March, 1935, 
because of a recent aggravation of symptoms and the 
onset of headaches, pain in the back, and vomiting. 
Coarse rales were audible throughout the left lung, and 
a few could also be heard posteriorly in the right lung ; 
the heart was displaced to the left of the middle 
line. Bronchography demonstrated a gross degree of 
bronchiectasis involving the whole left lung. 

Operation (April 15th, 1935).—Anesthesia similar to 
that in the previous cases was administered by Dr. Philip 
Ayre. The left side of the chest was opened by a similar 
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incision through the fifth intercostal space, the ribs above 
and below being divided to give adequate access. Adhe- 
sions, which although numerous were not generalised, 
were separated with relative ease, and the two lobes of 
the lung were mobilised separately. Two stout braided- 
silk ligatures (Pearsall No. 22) were applied as tightly 
as possible to the pedicle of each lobe. Gauze tampons, 
soaked in flavine, were arranged around the lobes, and 
the wound closed as in the previous cases. The pulse- 
rate was 160 at the conclusion of the operation, but its 
volume was good. 

Progress.—The general condition seemed satisfactory 
during the subsequent five days, the pulse-rate varied 
between 130 and 160, and the temperature between 97° 
and 101° F. It had been arranged to reopen the wound 
and change the tampons on the sixth day, but early that 
morning the patient collapsed. The pulse-rate did not 
increase markedly, but its character was much weaker ; 
a greyish, slightly cvyanosed appearance became apparent, 
and a foul odour from the wound was noticed. 

Although apparently in extremis, it was decided to 
proceed with the intended toilet of the wound. On 
reopening, the chest and the lobes of the lung were in a 
state of moist gangrene, and the pleura was coated with 
lymph. Ligatures originally tight were no longer so, 
presumably because of the retraction of the tissues within 
them. The stinking lobes were cut away and slight 
bleeding from the pedicles was easily controlled by the 
application of new ligatures. Clean tampons were inserted, 
and the wound quietly closed. 
died a few minutes later. 

Necropsy confirmed that death was due to intoxication 
from the necrotic lung already described. A probe was 
easily passed from the left auricle along the pulmonary 
veins on that side, there being no evidence of clotting. 


The patient, however, 


CASE 4 

L. G., a girl aged 10, referred by Dr. T. C. Hunter, had 
suffered from pneumonia on four occasions, the first 
being at the age of 8 months. She was in a sanatorium 
for observation for six months about two and a half years 
previously. She always had a very bad cough accom- 
panied by expectoration of foul sputum. On admission 
to the Royal Victoria Infirmary she was stated to have 
“no life about her,” a poor appetite, and to be losing 
weight. Bronchography indicated bronchiectasis limited 
to the left lung, but the extent of that organ’s involve- 
ment was not clear, for, though sacculations were obvious 
in the lower lobe, their presence in the upper was uncertain 
(Fig. XI. a on Plate). The general condition improved con- 
siderably as the result of general treatment, the sputum 
rapidly diminished in amount and ultirnately ceased. 
The patient was transferred to the Hospital for Sick 
Children for operation. 

First operation (June 17th, 1935).—Anesthesia similar 
to that with previous cases was administered by Dr. Ayre. 
The chest was opened through a posterolateral incision 
in the 7th interspace, additional access being obtained 
by removal of short pieces of the adherent ribs just behind 
their angles. Apart from a few adhesions at the base, 
the lung was free. Both lobes being normal in appearance, 
it was decided to remove the lower only at this juncture. 
The lobe having been mobilised, and its pedicle controlled 
by a tourniquet, it was removed. A series of hemostatic 
sutures were used to close the vessels and bronchi in the 
pedicle, which was finally buried by a continuous suture 
in its own parenchyma. An airtight drainage-tube was 
inserted through a lower intercostal space, and the wound 
closed in layers. 

A rapid and untoward recovery followed this operation. 
The upper lobe expanded so rapidly that the residual 
cavity became obliterated in about a fortnight, although 
the drainage-tube was retained for some time longer. 
The general condition also continued to improve. A 
further bronchogram, made on July 22nd, demonstrated 
the presence of a similar type of bronchiectasis in the 
upper lobe (Fig. XI. 6 on Plate). 

Second operation (Sept. 14th, 1935).—Anesthesia similar 
to that for the previous oneration was again administered 
by Dr. Ayre. The chest was reopened through the same 
incision, but, in addition, about 5 in. of the 6th rib as 
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well as small posterior portions of the 5th and 7th ribs 
were removed. The upper lobe was only adherent below 
and to the diaphragm, which appeared to have ascended 
considerably since the previous operation. The removal 
of the upper lobe was carried out in the same way as that 
of the lower. The chest was closed as before, and an 
airtight drainage-tube provided below. 

Pathology.—Both lobes of the lung removed in this 
case were occupied throughout by smooth-walled cysts 
communicating with, and indeed being an essential part 
of, the bronchial system. These appearances, taken in 
conjunction with the history, suggest the probability 
of this being a true example of congenital bronchiectasis 
(Fig. XIII.). 

Progress.—Four days later the drainage-tube appeared 
to be blocked, and an X ray examination showed the 
presence of fluid in the cavity up to the level of the 2nd 
rib anteriorly (Fig. XII.a on Plate) ; the tube was changed, 
but without effect, presumably because a layer of lymph lay 
between it and the fluid. As the latter was not purulent, 
drainage was abandoned. A further X ray examination 
two days later showed that the fluid had disappeared 
(Fig. XII. bon Plate). The patient made an uninterrupted 
recovery without any elevation of temperature and was 
allowed up on the eighth day after the operation. 

A bronchogram made on Oct. 19th demonstrates the 
division of the stem bronchus into two branches which 
abruptly terminate (Fig. XI.c on Plate); the heart is 
displaced completely into the left side of the chest, the 
diaphragm was elevated, and there was a pneumothorax, 
which has persisted. The patient has remained in good 
health and free from sputum (Fig. XIV.). 


CASE 5 


R. V., a boy aged 11, referred by Dr. Harbinson. Enjoyed 
good health until a year previously, when he became ill 
with pneumonia, subsequently complicated by anempyema 
for which drainage was performed. He remained in a 
chronic state of ill-health, constantly coughing up moderate 
quantities of offensive green sputum, and he was under 
observation for three weeks in a sanatorium during this 
period. On admission to the Hospital for Sick Children 
the sputum had diminished, and its daily production 
varied from 1-3 oz., but was still offensive. X ray exami- 
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FIG, XIII. (Case 4).—Upper and lower lobes after 
removal. Half scale. (Specimen in Museum of Royal 
College of Surgeons of England.) 


nation of the lungs revealed a collapsed lower lobe on 
the left side, a subsequent bronchogram demonstrated 
dilatation of the bronchi in this lobe and possibly in the 
adjacent part of the upper lobe (Fig. XVI.a on Plate). 

First operation (August 10th, 1935).—Anesthesia 
similar to that in the other cases was administered by 
Dr. Ayre. An incision like that in the previous patient 
was employed. The upper lobe, which appeared healthy, 
was adherent to the parietes by fine, moderately firm 
adhesions. The lower lobe was purple, small, and col- 
lapsed, and it was mobilised and removed; the chest 
was closed as in the last case. 

On the second day the temperature reached 100°5° F.— 


MR. G, A. MASON: EXTIRPATION OF THE LUNG 


[MAY 9, 1936 


the only post-operative elevation noted. Sputum pro- 
duction immediately increased to 4 oz. for three days 
and then varied between a trace and 3 oz. for the next 
few weeks. Convalescence was delayed by collapse of 
the upper lobe evidenced radiologically by tracheal dis- 
placement, 
although this 
was gradually 
corrected. A 
further bron- 
chogram 
made on 
Sept. 29th 
confirmed the 
original sug- 
gestion that 
the lower part 
of the upper 
lobe was 
bronchiec- 
tatic (Fig. 
XVI. b). Be- 
cause this was 
known to 
have been of 
“see 
type after the 
first opera- 
tion, removal 
of the lobe 
was deter- 
mined upon. 


Second 
operation 
(Oct. 5th, 
1935).—Simi- 
lar anes- FIG. XIV.—Case 4 after pneumonectomy. 
thesia to that 
for the previous cases was again administered by Dr. 
Ayre. The old incision was reopened and the upper 
lobe removed as in the previous case. The tourniquet 
at one stage, however, was readjusted because of the 
proximity of the vagus nerve. 

At the conclusion of the operation the patient’s condi- 
tion seemed in every way satisfactory, the pulse-rate, for 
instance, being 90. About five hours later the boy became 
very ill. Marked pallor and restlessness developed 
and the pulse was weak and almost uncountable ; restora- 
tive measures failed, and death occurred fourteen hours 
after operation. Approximately 18 oz. of fluid escaped 
by the tube; although this was heavily blood-stained 


LEGENDS TO ILLUSTRATIONS ON PLATE 
MR. MASON 


Fic. XI. (Case 4).—Bronchograms. (a) Bronchiectasis in 
lower lobe of left lung. (b) After removal of lower lobe 
(first operation) bronchiectasis of upper lobe. (c) After 
removal of upper lobe (second operation). Heart dis- 
placed to left, diaphragm elevated, and pneumothorax. 


Fic. XII. (Same Case).—Radiograms. (a) Sept. 14th, 
1935. Four days after second operation. Fluid at 
level of 2nd rib anteriorly. (6) Sept. 24th. Fluid has 
disappeared. (c) Condition five months after pneu- 
monectomy showing residual pneumothorax. 


Fic. XV. (Case 2).—Bronchogram showing gross bronchiec- 
tasis of right lung. Heart and trachea much displaced 
to right side. 


Fie. XVI. (Case 5).—-Bronchograms. (a) Bronchiectasis 
in lower left lobe and possibly in adjacent part of upper 
lobe. (6) After removal of lower lobe (first operation) 
showing bronchiectasis of upper lobe. 


Fie. XVIII. (Case 6).—Bronchograms. (a) Bronchiectasis 
throughout left lung. (b) A year after removal of lower 
lobe (first operation). Disease confined to upper lobe. 
(c) After removal of upper lobe (second operation). 
Heart displaced completely to left side ; trachea central ; 
small pneumothorax on the left side. 
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the blood was well diluted, and the boy’s condition was 
not attributed to hemorrhage. 

The appearance of the viscera and vessels at necropsy 
were not such as would have been expected in a case of 
death from severe hemorrhage. In point of fact, the 
only lesion discovered was that the vagus nerve had 
been damaged close to the root of the left lung. Prof. 





FIG. XVII. (Case 5).—The damaged vagus nerve. 


R. B. Green kindly dissected this and sketched the parts 
(Fig. XVII.). The vagus, just above the root of the left 
lung, was grooved transversely, and when the nerve at 
this level was teased a break in approximately half its 
fibres was demonstrated, a possible explanation of the 
fatal and uncontrollable tachycardia. 


CASE 6 
B.5S., a boy aged 8, referred by Dr. J. Skinner, of 
Jarrow, and by Dr. Glen Davison. Since the age of 3 
he had suffered from recurrent colds accompanied by 
coughing, expectoration of green sputum, pain in the 


chest, and night sweats. He had not suffered from 
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DRS. CRAMER AND HORNING 


Photomicrographs of sections cut through the pars 
anterior of the pituitary gland of one normal and two 
cestrin-painted mice. All sections were differentially 
stained to show the acidophil, basophil, and chromophobe 


cells. A= acidophil. B= basophil. Ch = chromo 
phobe. C = colloid. BV = blood vessels. (x 450.) 
Fic. I.—Untreated male mouse (No. 283) showing the 


normal number of acidophils in the anterior lobe. 
blood-vessels are almost entirely closed. 

Fic. I1.—(CEstrin-treated male mouse (No. 271) showing 
the decreased number of acidophils and of basophils 
after 5} months’ cestrin administration. Intense vaso- 
dilatation and congestion. 

Fic. III.—strin-painted female mouse (No. 247) after 
6 months’ treatment, showing, in addition to the 
diminution of the chromophil cells and the congestion, 
the presence of large amounts of colloid in the anterior 
lobe. 


The 


DR. BAUER 


Fic. I1I.—(a) Unilateral dislocation ; fairly good position. 
Child aged 14 months. (6) After 3 months’ treat- 
ment; dislocation reduced and development of a good 
acetabulum. 

Fic. IV.—(a) Right hip, subluxation; left, dislocation 
with severe displacement and beak deformity of the 
head of the femur. Child aged 2 months. (b) After 
5 months’ treatment. A good functional and anatomical 
result. 
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measles, scarlatina, or whooping-cough. On adrnission 
to the Hospi:al for Sick Cnild:en amphoric breath ng and 
crepitations were heard in the lower part of the left lung, 
and 1-2 oz. of purulent sputum were expectorated daily 
A bronchogram revealed the presence of bronchiectasis 
throughout the entire left lung (Fig. XVIII.a on Plat« 

First operation (Feb. 12th, 1935).—Anesthesia 
to that in the previous cases was administered by Dr 
Phillips. A similar incision was also employed. Generalised 
easily separable adhesions were present and the lower 
lobe, which was purple and collapsed, was mobilised and 
removed; the chest was after the provision of 
syphon drainage. The external appearance ol the 
lobe was comparatively normal. 


similiar 


closed 


upper 


Convalescence was delayed by a pneumonic infection 
in the opposite middle lobe and by a cervical herpes 


zoster. The wound healed well after a transient period 
of infection, but for a while 5-6 oz. of sputum were 
expectorated daily. The patient was discharged to a 


convalescent home on May 
October the general 


22nd. On returning home in 
condition began to deteriorate and 
the sputum returned. Accordingly, 
upper lobe was decided upon after 


removal of the 


bronchography had 


demonstrated that bronchiectasis was still confined to 
that lobe (Fig. XVIII.6 on Plate). 
Second operation (Feb. 8th, 1936).—Similar anwsthesia 


to that for the first operation was administered on this 
occasion by Dr. Ayre. The chest was reopened by an 
intercostal incision at a slightly higher level than pre 
viously. The diaphragm was observed to be elevated 
although the phrenic nerve was intact, and the heart 
displaced markedly so as to largely the 
from which the lobe previously removed 
The upper lobe was removed in the same way as the 
lower lobe, and the chest closed with provision of syphon 
drainage. 

An uneventful convalescence followed, the tube being 
removed on the seventh day and the patient allowed up, 
the wound being healed, on the tenth day after operation 
He was then ready to go home. A _ bronchogram on 
March 28th demonstrated the division of the stem bronchus 
into two branches which abruptly terminate; the heart 
was displaced completely into the left side of the chest ; 
the diaphragm was elevated, but the trachea appeared 


occupy space 


lower was 





FIG, XIX.—Case 6 after pneumonectomy. 


to be centrally situated and to its left 
thorax was visible (Fig. XVIII.c on Plate). The patient is 
now (April 2nd, 1936) in excellent health and free from 
sputum (Fig. XIX.). 


asmall pneumo- 


Conclusion 


The question of which technique should be em- 
ployed in pneumonectomy is as difficult to answer 
as it is in lobectomy. In point of fact, both problems 
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are the same. When the direct operation is successful, 
it is brilliantly so; but its failures can be equally 
disastrous. Alexander has shown that the mortality 
of the two-stage operation is lower. My first 
three patients were treated in the former manner, 
following the precedent of the only two previously 
successful extirpations of the lung for bronchiectasis— 
those of Nissen and Haight. A different technique 
was adopted in the three later cases because an 
increasing experience with lobectomy suggested the 
likelihood of such being attended with success in 
these particular cases. 

My present belief is that those cases in which there is 
no reason to suspect the presence of adhesions, or 
of induration around the hilus, and consequent in- 
creased friability of its vessels, the technique success- 
fully practised by Reinhoff should be employed. 
Its scope would seem limited to certain cases of neo- 
plastic or tuberculous disease; the advisability of 
its use for occasional cases of bronchiectasis is not 
yet known. In other instances an attempt should 
be made to amputate the lung through its pedicle, 
which may then be closed by suture, or, if the gravity 
of the patient’s condition—usually after a mobilisa- 
tion made difficult because of the density and 
distribution of adhesions—is such that cessation is 
necessary, the operation may be concluded by 
applying mass ligatures to the hilus. 

Experience derived from such a small series of 
cases does not justify dogmatic assertions; it is 
merely offered as a contribution to the general stock 
of knowledge that is now rapidly accumulating 
concerning the surgery of the thorax. 

I must express my gratitude, first to the Council of the 
Royal College of Surgeons of England for permission to use 
the facilities for experimental work at the Buckston Browne 
research farm; secondly, to the authorities of my own 
medical school, in the University of Durham, for their 
constant encouragement and support; and finally to my 
friend Mr. Laurence O’Shaughnessy not only for his 
stimulating criticism but also for the generous way in 
which he has given me the benefit of his extensive experi- 
ence in this branch of surgery. 
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THE MENTAL AFTER-CARE ASSOCIATION.—The 
annual report of the council of the Association, covering 
the year 1935, shows solid extension of work and records 
growing effort. Last year 3307 patients were helped, 
being an increase of 117 over the previous year, and 
while the question of employment remains one of the 
chief difficulties of those responsible for the conduct of 
the Association, 200 situations were found last year. The 
balance sheet and financial statement show how carefully 
the resources must be husbanded to meet so many 
methods of rendering assistance, and once again the 
Association records its deep indebtedness to the chairman, 
Lord Wakefield of Hythe, for large and repeated 
generosity. 
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In a recent paper! we recorded the fact that 
the prolonged application of cestrin produces 
adenomata of the anterior lobe of the pituitary 
gland, which are of the chromophobe type. The 
appearance of pituitary adenomata after cestrin, 
without any indication of their histological type, 
has since been confirmed by other workers (McEuen, 
Selye, and Collip 4; B. Zondek *). In our paper we 
also referred briefly to the more general effects of 
the prolonged application of cstrin affecting the 
whole endocrine system and creating a condition 
of hypopituitarism including cachexia. The pituitary 
is always enlarged, the adenomatous change being 
only an extreme and exceptional manifestation 
of this hyperplasia. Enlargement of the pituitary 
after cestrin has been recorded by several observers 
(Korenchevsky and Dennison*; Selye, Collip, and 
Thomson >; B. Zondek *; Halpern and D’Amour *). 
But the enlargement of an organ tells us nothing 
about its functional activity. A priori, one would 
expect hyperplasia of a gland to produce the general 
effects of an excessive rather than a diminished 
functional activity. The fact that the hyperplasia 
of the pituitary produced by cestrin is associated 
with conditions in other organs resembling those 
produced by complete removal of the pituitary 
appears paradoxical and requires an explanation, 
which is the object of this communication. 

It is well known from Cushing’s clinical observa- 
tions on man that pituitary adenomata produce 
very different effects according to the type of cell— 
chromophobe or chromophil—of which they are 
composed, the chromophobe adenomata being 
associated with the general condition of hypo- 
pituitarism. The fact that, as stated in our previous 
paper, the adenomata produced by cestrin are of the 
chromophobe type explains, therefore, the condition 
of hypopituitarism observed in those animals with 
pituitary adenoma. We have now been able to 
establish by histological examination of an extensive 
material, differentially stained to show the three 
types of cells in the anterior lobe, that a corresponding 
cellular change is produced by cestrin in the anterior 
lobe of the pituitary even when no adenoma is 
produced and the gland is merely enlarged ; there is 
then an extensive diminution and sometimes an 
almost complete disappearance of the chromophil 
cells—both basophil and acidophil—of the anterior 
lobe, which is the part of the gland undergoing hyper- 
plasia (see Figures on Plate). In addition, there 
is always a congestion of the anterior lobe, which is 
so intense that it is noticeable with the naked eye 
and that it sometimes leads to hemorrhages of 
varying degree. Frequently colloid is found lying 
between the cells of the anterior lobe, sometimes 
in considerable masses. Occasionally we have seen 
indications of colloid degeneration in the cells of the 
pars intermedia. 
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Since the chromophil cells are generally held to 
be responsible for the formation and secretion of the 
specific hormones of the anterior lobe, their dis- 
appearance after the prolonged administration of 
cestrin offers a satisfactory explanation of the develop- 
ment of a condition of hypopituitarism which 
comprises together with a general condition of 
cachexia, the degenerative changes in the adrenals 
and in the gonadal organs, the extensive hyper- 
plasia of the islets of Langerhans, and the atrophy of 
the thymus already referred to in our previous paper, 
also changes in the thyroid and parathyroid, which 
require further study. 

In our experiments with mice males and females 
were about equally affected by cstrin. In _ both, 
there is an enlargement of the anterior lobe and an 
extensive diminution of the chromophil cells together 
with the general changes in the organism. Zondek’s 
experience ® that females do not respond to cestrin 
by enlargement of the anterior lobe is exceptional. 
Two other groups of workers (McEuen, Selye, and 
Collip*; Halpern and D’Amour?) using rats, as 
Zondek did, record an enlargement of the pituitary 
in females as well as in males. In any case this is a 
point of minor importance. For Zondek’s observa- 
tions agree with ours in finding that cestrin produces 
an arrest of growth and atrophy of the genitals in 
females as well as in males. The appearance of 
adenomata of the anterior lobe is also not confined 
to one sex. We found adenomata in two male mice 
and in one castrated male, Zondek observed one 
adenoma in a female rat, Collip and his colleagues in 
three castrated female rats. If there is a difference 
between the two sexes in their reaction to cestrin it 
can only be one of degree, and the difliculty is to 
select among the extensive changes produced by 
cestrin the one that represents the most direct and 
fundamental effect and that could give measurable 
data, which could be analysed statistically. At 
present our impression is that castration renders the 
animals of both sexes more sensitive to the action 
of cestrin. 


SUMMARY 


The prolonged application of cestrin results func- 
tionally in a condition closely resembling that follow- 
ing hypophysectomy. Morphologically it produces a 
hyperplasia of the anterior lobe of the pituitary, in 
which, however, the chromophil cells are greatly 
diminished, so that the enlarged anterior lobe consists 
mainly of chromophobe cells. There is also an intense 
congestion which may lead to hzemorrhages in 
the anterior lobe together with an excessive produc- 
tion of colloid which sometimes permeates the anterior 
lobe. On the assumption that the chromophil cells 
are responsible for the production of the specific 
hormones of the anterior lobe, the general condition 
of hypopituitarism and the extensive changes in the 
other endocrine organs produced by cestrin find their 
explanation in this disappearance of the chromophil 
cells of the anterior lobe. 
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CONGENITAL DISLOCATION OF THE HIP 


ITS PREVENTION AND TREATMENT WITH ABDUCTION 
BRACES 


By Dr. FeLtix BAUER 


ORTHOPEDIC SURGEON, REICHSANSTALT FUR MUTTER- UNi 
SAUGLINGSFURSORGE, VIENNA 


(WITH ILLUSTRATIONS ON PLATE 


THE cause of congenital dislocation of the hip 
is under-development of the joint. In a shallow 
acetabulum with a poor roof, the head of the femur 
is not held firmly enough and in due course it comes 
out, usually in the first months of life. Hitherto 
the usual non-operative treatment has been to 
reduce the dislocation—usually a long time after 
it cccurs—and then to fix the joint for several months ; 
shrinking and contraction of the soft parts keep the 
head of the femur in place. There is no growth of 
the joint during the period of fixation: it is not 
until several months later that very slow develop- 
ment begins, when the joint is used again ; and only 
in a minority of cases does this lead to an approxi- 
mately normal anatomical structure. This fact 
is very important, for when the patient treated is 
examined ten or twenty years after reduction it is 
very often apparent that the anatomically imperfect 
joint cannot be much used on account of arthritis 
and subluxation, even if its function was good 
immediately after treatment, when cure seemed 
complete. 

My study of the causes of congenital dislocation 
of the hip has shown that the joint needs, even more 
than a good inherited constitution, function with 
plenty of movement and the abduction natural in 
the fetus. If the intrauterine posture is very cramped, 
the limitation of movement and the adduction of 
the joint hinder its development. My new method 
of treatment rests on these facts, as well as on 
prophylaxis and early diagnosis of deformities 
dislocation, subluxation, and the flat acetabulum. 
From the very beginning treatment is directed not 
only against the mechanical error in the joint, the 
dislocation, but also against the under-development 
which predisposes the joint to dislocation and later 
to arthritis and subluxation. The latter may occur 
in cases in which there was no dislocation at an 
early age. Treatment must therefore offer the 
backward joint both function and abduction. Fixa- 
tion, which until now has played the chief part 
in conservative (non-operative) treatment I repudiate 
as injurious; it hinders the growth of the joint, 
and makes it extremely atrophic in all its elements. 
It is also necessary that treatment should begin 
as soon as possible after birth, for the joint should 
remain empty for the shortest time. My aim is to 
cure as early as possible not only mechanically, 
but also anatomically. Treatment by my “ abduc- 
tion braces,” which leave the joint mobile, has now 
been tried on 27 cases—21 in the first year and 6 
in the second year. Up to the present, with the 
fixation method, the joint after reduction has been 
held in place in an unnatural manner by shrinking 
and contracture of the atrophic soft parts, leaving 
the acetabulum poor and unchanged. With my 
treatment this is achieved by the strengthened 
soft parts and by improvement in the joint in its 
most important part, the roof of the acetabulum. 
This begins at once and can always be seen in the 
skiagram as early as 4—6 weeks after reduction. 
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METHOD OF TREATMENT 


The first step in my treatment is reduction as early 
as possible ; this is perfectly harmless for the infant 
when done by a practised hand, and never needs 
an anesthetic. Immediately after the reduction 
the abduction braces are applied. These consist 
of cotton webbing so arranged as to draw the knees 
apart by attaching them to a band round the lower 
thorax (Figs. I. and II.). Natural mobility is 
unhindered, only adduction 
and extension of the hip 
being prevented, to an ex- 
tent varying with the state 
of the joint. The braces 
cause mother and child no 
trouble and do not hamper 
care of the infant in the 
least. The child can lead a 
natural, happy life with 
much movement, and de- 
velops very good muscula- 
ture, especially around the 
hip-joint. The child must be 
able to kick and to lie on 
his abdomen a good deal, 
and to crawl as soon as possible. The treatment is 
not to be disturbed even by severe illness. A twin 
whose dislocation was reduced at 2 months became 
dangerously ill with pneumonia, but in the children’s 
hospital the abduction braces were left on all the time, 
as they were no hindrance to nursing. 

This proves that there is no lower age limit for 
this treatment and that it can be carried out easily, 
even with the youngest infants and under difficult 
conditions. Two other children had severe phthisis 
in the first and second year of life, and the treatment 
was continued uninterrupted. Admission to hospital 
has never been necessary ; children living outside the 
city can be taken home immediately after the reduc- 
tion and put in charge of their own doctors. The 
braces can be changed easily by the mother herself. 
The younger the child, the simpler and more natural 
is the course of treatment, as it gives the infant a 
position. natural to him from the fetal period. 
During the second half of the first year, when the 
child’s desire to move increases and he begins to 
sit up, a light stick between the knees is added to the 
braces, which only prevent adduction and extension, 
and leave plenty of freedom for other move- 
ments of the joint except extension. It allows 
crawling, and, later, standing and walking with 
the legs spread apart. As a rule, the treatment 
lasted 7-8 months in the first year; if it is 
begun in the second month, as I require, an 
anatomically normal joint is usually obtained during 
the first year. But even at the beginning of the 
second year I have succeeded in treatment without 
fixation. Abduction braces and stick were always 
quite enough to ensure reduction with the best 
position of the femoral head in the joint. These 
childrén also lead a happy life, full of movement, 
in the braces. They crawl about a fortnight after 
the reduction, and according to the condition of the 
joint, they may soon stand and walk. The develop- 
ment of the joint is at this time, also, decidedly 





FIG. I.—The braces from the 
front. 


better than with fixation, and it begins in the second 


month after reductiun. 

At the time when the child would otherwise be 
taken out of the plaster-of-Paris cast with an 
undeveloped, atrophic joint and poor musculature, 
and would be taught to walk with great difficulty 
and enormous care, I have after my treatment a 
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child who can walk normally, with excellent hip 
muscles developed by exercise in the abducted 
position, and, most important of all, as the X ray 
pictures show, with a normal, or at least much 
improved, joint with a deep acetabulum and a good 
roof, which con- 
tinues to develop 
rapidly (Figs. III. 
and IV. on Plate). 
The outlook for 
such a joint is cer- 
tainly much better 
than the outlook 
for the unde- 
veloped, atrophic 
joint left by the 
fixation method. 


EARLY 
RECOGNITION 
The earlier the 

better, without 
qualification, is my 
principle for begin- 
ning treatment. It 
may start in the 
first weeks of life, 
and it is easier and 
more natural to 
carry out while the 
infant is still 
recumbent. The 
latest time is as soon as possible after disloca- 
tion, but it is far better to avoid dislocation 
by beginning at an earlier stage. Practitioners, 
especially those concerned with infant welfare, should 
diagnose the congenital subluxation and dislocation 
at the earliest possible moment. This is easy, 
as I have shown that the cramped posture of the 
foetus in the uterus is the usual and most important 
cause of the under-developed joint, and that it 
persists in the infant, after a short period of 
disturbance at birth (lasting 2 or 3 weeks) and is 
almost always easy to recognise, because as a rule 
it is associated with asymmetry. Such an infant 
is compelled to lie on one side and usually its skull 
is noticeably asymmetrical. The cramping causes 
contractures and limitation of movement in the hip, 
usually much more marked on one side than on the 
other. On the soft parts of the inner side of the 
thigh the forced position of the limb causes a different 
formation of the folds on the two sides, and finally, 
in the joint, the delay in ossification and in the 
growth of the acetabulum is usuaily greater on 
one side than on the other. 


To diagnose in an infant an undeveloped joint 
due to its cramped posture in the fetus attention 
should be paid therefore to the following points :— 





FIG. II1.—The braces in use. 


(1) Does the child lie on one side only ? Does the pelvis 
take part in this? Is there asymmetry of the skull ? 

(2) Do the folds of the inner side of the thigh differ 
in depth, number, or position ? 

(3) When lying on the back as symmetrically as possible, 
is there a difference in the position of the hip-joints ? 
Is one adducted, bent, or externally rotated more than 
the other ? Or are both much adducted or rotated ? 

(4) Is one leg moved less than the other ? 

(5) Does one leg appear shorter ? 

(6) When an attempt is made to spread the legs apart, 
is there a stronger resistance on one side than on the other, 
or is it very strong on both sides ? 


The positive findings must be completed by X ray 
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photography of the joint and consultation with a 
specialist. In such an examination as this the hip 
which is above as the child lies on the side it prefers is 
always the poorer, with the flatter acetabulum and 
retarded development of the centre of ossification 
in the head of the femur; it shows more severe 
contractures, chiefly in abduction, often is decidedly 
sparse in movements, and as a rule there are 
numerous long folds in the skin of the upper part of 
the thigh ; this leg also often appears shorter. Every 
infant should be examined by the doctor for these 
signs from the fourth week. The symptoms of the 
dislocation itself—real shortening of the leg, broaden- 
ing of the flanks, flattening of the nates, inward and 
downward displacement of the axis of the thigh, 
prominence of the great trochanter, and other 
asymmetries of the body—are discernible in only 
a few infants, because of the slight degree of disloca- 
tion at this age, and they hardly come under considera- 
tion for diagnosis at the general examination. Even 
the specialist will be able to distinguish between 
subluxation and dislocation only in a minority of 
the cases. On the other hand, the X ray picture 
gives the experienced person reliable information ; 
apart from this, in almost all cases the clicking sign 
can be elicited during reduction, when the femur 
head is introduced into the acetabulum. 

With my methods of examination, not only 
congenital dislocation itself (with an incidence of 
about 3 in 1000) but also a much larger group of 
high-grade undeveloped joints due to fetal cramping 
(3 in 100) can be recognised. We may expect a 
dislocation in about every 8th female infant and 
every 50th male infant with the signs of a high degree 
of cramping. At any rate, the large majority 
(possibly all) of the dislocations are caused by this 
fetal position, and heredity is of much less 
importance. There is no doubt that some degree of 
under-development, as shown by these tests, is within 
physiological limits ; others are destined for arthritis 
and other joint changes. It is necessary to recognise 
this larger group in order to treat the hip in the stage 
before dislocation, because contraction and poor 
movement make the joint worse during the first 
year of life, just as they do in the foetus, and must 
therefore be relieved. This is done in any case by 
reduction and exercise, in higher degrees, exactly as 
in complete dislocation, with functional treatment 
by the abduction braces. In 36 higher-grade subluxa- 
tions, a good anatomical result was usually achieved 
in 3 to 6 months by reduction and the spreading 
band. 


CONCLUSIONS 


The natural functional treatment of congenital 
dislocation of the hip is carried out with abduction 
braces, according to the following principles: 
(1) Treatment begins as early as possible. (2) Function 
is as natural as possible, and the legs are spread 
as far as is necessary. (3) The injurious fixation 
hitherto used is avoided. (4) The necessary early 
diagnosis is made in the 4-8th week by recognising 
the effects of the foetal posture. (5) The result of the 
treatment in all cases is rapid mechanical cure without 
danger of recurrence, owing to the natural develop- 
ment of the joint and its soft parts. (6) When the 
treatment begins at the right time, good development 
of the joint always begins immediately after reduction 
and anatomical cure is achieved usually in a short 
time. (7) The treatment does not give rise to any 
complaints and has shown consistently good results 
when applied during the first and second years of 
life. 


THE CAUSE OF HYPERTENSION IN 
PRE-ECLAMPTIC TOXAMIA 


A STUDY OF BLOOD PRESSURE IN MOTHER 
AND INFANT 


By F. J. Browne, M.D. Aberd., D.Sc. Edin. 


DIRECTOR OF THE OBSTETRIC UNIT, UNIVERSITY COLLEGE 
HOSPITAL ; PROFESSOR OF OBSTETRICS AND GYNASCOLOGY 
IN THE UNIVERSITY OF LONDON: AND 


GLADYs H. Dopps, M.D., M.C.0.G., D.P.H. Edin. 


ASSISTANT IN THE OBSTETRIC UNIT 


RECENT researches have tended to show, but so 
far without bringing forward convincing evidence, 
that the cause of the hypertension that is the earliest 
and the most constant of the three cardinal signs of 
pre-eclamptic toxwmia is likely to be found in the 
presence in the patient’s circulation of a_blood- 
pressure-raising substance, derived from a gland of 
internal secretion—perhaps the pituitary or the 
adrenal, An alternative and older hypothesis is 
that the pressor substance is derived from the placenta, 
possibly from degenerative changes therein. In 
either case it is to be presumed that the substance 
is soluble in the mother’s blood, and being so, might 
pass freely via the placenta and cord into the foetal 
circulation, where it would lead as in the mother to 
a rise of blood pressure, which should be demonstrable 
in the child immediately after birth. We therefore 
decided some three years ago to study the blood 
pressure of the infants of hypertensive mothers, and 
this we have done in several cases. Most of the 
infants were born by Cesarean section and in every 
case the blood pressure of the mother was at a very 
high level just before the section was performed. 
The pressure was measured in both mother and 
child by the same instrument—a baumanometer 
using the auditory method. In the infants a specially 
small armlet had, of course, to be employed. 

In none of our cases have we been able to demon- 
strate a rise of blood pressure. 


ILLUSTRATIVE CASES 

The following are three typical examples. 

CasE 1 (A.638).—Aged 38. History of one miscarriage 
at three months in January, 1934. No other pregnancy. 
In the present pregnancy she was sent in as an emergency 
case by an outside doctor on account of pre-eclamptic 
toxemia which was said to have been present for a month, 
On admission on May 8th, 1935, the B.P. was 198 systolic, 
120 diastolic ; there was oedema of the legs as high as the 
knees and also of the face; there was headache of two 
days’ duration and epigastric pain had been present for 
some hours. Albumin was so much that the urine was 
too solid for Esbach estimation ; hyaline casts alone were 
present and a few red blood-cells. Blood-urea, 29 mg. 
per 100 c.cm.; urea concentration, 2-35; urea-clearance, 
49 per cent. Routine expectant treatment was carried 
out for seven days but the condition improved but little, 
the B.P. varying between 210 and 150 systolic and between 
130 and 90 diastolic. Though the epigastric pain dis- 
appeared on the day after admission and did not return, 
severe pain was complained of in the back of ithe neck 
on May 12th, on which date the B.P. was 200 systolic, 
130 diastolic. The pain continued till delivery. Czsarean 
section was done on May Il6th, the patient being then 
about three weeks short of full term. A premature child 
was delivered which weighed 5 lb. 2} oz. and was 18 inches 
long. Three hours before operation the mother’s blood 
pressure was 200 systolic, 150 diastolic. Half an hour 
after its birth the infant’s blood pressure was 80 systolic. 
Daily readings were taken till June 6th. During this 
time the infant’s systolic B.P. varied from 92 to 72 mm, Hg 
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with a mean of 80. On discharge from hospital on June 6th 
the mother’s B.P. was 143 systolic, 80 diastolic; there 
was still a trace of albumin, but no casts, and no visible 
cedema. When she was seen six weeks after delivery the 
B.P. was 144 systolic, 102 diastolic, and the urine contained 
albumin. 

Comment.—This was probably a case of pre-eclamptic 
toxemia. 

CasE 2 (A.332).—Aged 31. One previous pregnancy 
which ended in eclampsia for which she was admitted as 
an emergency in 1931. A macerated foetus was born. 
In the present pregnancy she was first seen on Sept. 12th, 
1934, at the eleventh week of her pregnancy. Her B.P. 
was 176 systolic, 100 diastolic. Except for a short period 
in hospital for renal efficiency tests she was treated as an 
out-patient till Feb. 10th when she was admitted to 
hospital. Blood pressure then was 190 systolic, 100 
diastolic, there was a trace of albumin, and some w@dema 
of the legs and abdominal wall, but no abnormal symptoms. 
Blood-urea, 32 mg. per 100 c.cm. ; urea concentration, 2-6 ; 
urea-clearance, 64. The blood pressure remained high after 
admission, the systolic varying between 220 and 152 and 
the systolic from 110 to 80. Caesarean section was done 
on March 3rd at 2.30 p.m. The mother’s B.P. at 10.30 a.m. 
on that day was 220 systolic, 100 diastolic, and at 12.30 
the systolic and diastolic pressures were 210 and 100 
respectively. The infant was at term and weighed 
8 lb. 2 oz. at birth. At 6 p.m.—.e., 3} hours after birth— 
its systolic B.P. was 70 mm. Hg. Daily readings till 
March 24th showed that the systolic B.P. varied between 
84 and 64, the mean being 76. The diastolic pressure on 
the four occasions on which it was recorded varied from 
50 to 40. The patient was seen on March 4th, 1936, when 
her B.P. was 162 systolic, 90 diastolic. She has a trace of 
albumin that comes and goes. 

Comment.—This patient probably had a mild chronic 
nephritis and hypertension dating from the first pregnancy. 
It is noteworthy that at the eleventh week of the present 
pregnancy the B.P. was considerably raised, and that the 
hypertension still persists a year after delivery. 

CasE 3 (A.339).—Para-5, aged 38; is said to have 
suffered from ‘‘ kidney trouble ”’ in each of her five previous 
pregnancies, but has three children alive and well, all 
being apparently born somewhat prematurely. In her first 
pregnancy she had been in City-road Maternity Hospital 
for three weeks before delivery for “‘ kidney trouble.” 
In 1924 had a stillborn child at term. First came under 
our observation in 1930 when she had pre-eclamptic 
toxemia; the hypertension persisted after delivery, and 
four months after delivery the B.P. was 220 systolic and 
110 diastolic. In the present pregnancy she was first seen 
on Nov. 19th, 1934, when 22 weeks’ pregnant. The blood 
pressure was then 200 systolic, 110 diastolic, albumin 
absent. She was treated as an out-patient till Feb. 19th, 
the blood pressure readings during all that time never 
being below 200 systolic and 140 diastolic. On Feb. 13th 
albumin was found in a catheter specimen but the patient 
remained free from symptoms. She was admitted to 
hospital on Feb. 19th and was under constant treatment 
there till delivery on March 18th, when after a medicinal 
induction followed by a precipitate labour a child weighing 
4 Ib. 8} oz. and 20 inches long was born in good condition. 
According to the patient’s menstrual dates and judging 
from the length of the child it was at full term. During 
the patient’s stay in the antenatal ward the B.P. remained 
constantly very high, and was little or not at all influenced 
by rest and other routine treatment, including ultra-violet 
rays, which were given on alternate days throughout the 
period. Results of kidney function tests were as follows : 
blood-urea, 28; urea concentration, 2:8; urea-clearance, 
122. Albumin was constantly present and on March 13th 
had increased to 3 per 1000. Hyaline and granular casts 
and a few red blood-cells were present on all the three 
occasions on which the urine was examined microscopically. 
The patient’s blood pressure on discharge on March 28th 
was 208 systolic, 116 diastolic, and there was still a trace 
of albumin but no casts. In August the B.P. was still 
212 and 140 systolic and diastolic respectively, and there 
was still a trace of albumin, but no casts nor blood. The 
baby’s blood pressure nine hours after delivery was 76 
systolic, 34 diastolic. 


Comment.—The diagnosis here lies between chronic 
nephritis and chronic hypertension. Against the former 
are the good results of the kidney function tests. On the 
other hand, the appearance of albumin on Feb. 13th and 
its persistence and increase till term point to a super- 
imposed kidney lesion or to an exacerbation of one already 
present. 

As controls we carried out estimations of the blood 
pressure in six normal infants at periods varying from 
2 to 18 days after birth. The systolic pressure varied 
between 68 and 86 with a mean of 73. 


SUMMARY AND CONCLUSIONS 

The paper is concerned with a study of the blood 
pressure in infants born of mothers who had hyper- 
tension before delivery. It might be supposed that 
if the cause of the hypertension in pre-eclamptic 
toxemia and other hypertensive conditions in 
pregnancy were a substance, hormonal or otherwise, 
circulating in the mother’s blood, this substance would 
diffuse through the placenta to the foetal circulation, 
and that the infant would then have a raised blood 
pressure at birth. Three typical and representative 
cases are reported in detail, and it is shown that there 
was no rise of blood pressure in the infants. It is. 
therefore, concluded that whatever be the cause of the 
hypertension in pre-cclamptic toxemia, it is not a 
substance that is capable of passing across the placenta 
into the fetal circulation. 





BRAIN AND LUNG ABSCESSES 


AND BENIGN SPONTANEOUS 
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SENIOR SURGICAL TUTOR AND REGISTRAR, GENERAL 
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MEDICAL TUTOR AND REGISTRAR; AND 
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RESIDENT AURAL OFFICER AT THE INFIRMARY 


Bratn and lung abscesses are well-recognised 
complications of otitis media and lateral sinus 
thrombosis, but for a patient to have both of these 
and to regain normal health must be uncommon. 
The case here presented is also of considerable interest 
because following lung abscesses and empyema on the 
right side there occurred on the left side a complete 
spontaneous pneumothorax. Although this was not 
associated with any infection of, or effusion into, the 
pleural sac, the evidence points to its having arisen 
as a result of an infective process in the lung. 


CASE REPORT 


A man, aged 22, was admitted to the General Infirmary 
at Leeds under the care of Mr. W. M. Munby on April 29th, 
1934. There was a history of left-sided otorrhea for three 
months, and for six days before admission there had been 
pain in the ear associated with an increase in the discharge. 
The patient had no symptoms to suggest intracranial 
complications. His temperature was 98-4°F., with pulse- 
rate 84 and respirations 24, and he complained of slight 
headache. The left external auditory meatus was filled 
with foul-smelling discharge which was escaping from 
a large perforation in the posterior part of the tympanic 
membrane. There was a leucocytosis of 23,150, and 
coliform bacilli, B. proteus, and diphtheroid organisms 
were isolated from a meatal swab. An examination of 
the central nervous system and the fundus oculi revealed 
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nothing abnormal. During his first night in hospital he 
hadarigor. The suggested diagnosis was acute mastoiditis 
with lateral sinus thrombosis. 

Operation on mastoid.—On April 30th a simple Schwartz 
operation was performed by Mr. Munby. Much necrosed 
bone and foul pus were removed from the mastoid cavity. 
Exposure of the lateral sinus revealed a grey sloughing 
wall locally, but enough bone was removed to discover 
normal looking sinus beyond. After incision of the 
sinus and removal of the clot free bleeding occurred from 
the torcular but not from the jugular end. In the middle 
cranial fossa a large extradural abscess was found and 
into this a fistulous track opened through the dura mater 
from a _temporo-sphenoidal The track was 
opened and a drainage-tube inserted. The mastoid cavity 
was packed with gauze. A swab was taken from the 
brain abscess and culture of this showed the presence of 
organisms similar to those isolated from the external 
auditory meatus (coliform bacilli and B. proteus). For 
about ten days the fever was intermittent, the temperature 
occasionally rising to 105° F. but most often being 
between 97° and 100°. The mastoid wound and the 
abscess drained freely and there was no sign of further 
intracranial disturbance. 


abscess. 


Right-sided lung abscesses and empyema,.—About a fort- 
night after his mastoid operation the patient first com- 
plained of a pleuritic pain in the right side of his chest and 
a few days later he coughed up a large quantity of foul 
sputum. A lung abscess of embolic origin was diagnosed 
and it was treated by simple medical measures until 
June 4th by which time it had become obvious that an 
empyema had developed. After confirmation of this by 
X ray examination (Fig. 1) the chest was explored on the 
right side, and thick foul pus was withdrawn, which 
yielded B. coli on culture. An open operation was 
therefore performed. Under local anesthesia an oblique 
incision was made over the eighth rib on the right side 
starting just internal to the scapular line and passing 
outwards to the axilla. About 2 in. of rib were removed, 
and after confirmation of the site of the pus by explora- 
tion the pleura was freely opened. When the rib spreaders 
were introduced and a large quantity of malodorous pus 
had been removed from the pleural sac, on the surface 
of the lung a ragged abscess cavity about 24 in. in diameter 
was found. 
infarct in 
suggested 


The abscess had developed from a septic 
the cortex of the lung and its appearance 
that the whole outer wall of the cavity had 
sloughed away and liberated the pus into the pleural sac. 
Some large sloughs of lung tissue were removed and the 
empyema cavity carefully wiped out with gauze soaked 


in Dakin’s solution. When the patient coughed there 
was little expansion of the lung but the presence of a 
bronchopleural fistula became evident. Open drainage 


of the pleural sac was instituted. 
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Since 


internal jugular post-operative 


was unsatistactory was intermittent 


fever with occasional rigors drainage was adequate 


and X ray examination after injection of lipiodol throug 


diminution in the size 
latter 


the drainage -tube showed a steady 
(Fig. 2 


of the empyema cavity on July loth the 


was careluiy 


explored 


under direct 
vision. The 
abscess pre- 
viously de- 
sclibed was 
only repre- 


sented by a 
saucer-shaped 
depre ssion on 
the lung sur- 
face covered 
with healthy 
granulation 
tissue. There 
were, how- 
ever, twotur 
ther disrup - 





lions in the 
lung similar 
to the first 
but some- 


what smaller 
On the 
strength of 
this finding it was suggested that the internal vein 
should be ligated. This was done by Mr. Munby and there 
after progiess at once became satisfactory. The temperature 


FIG. 4.— The chest after complete recovery. 


ugular 


and puise were normal after the operation and frequent in 
spection of the empyema cavity showed no further absc« 
The bronchial fistulae were treated by cauterisation wit! 
silver nitrate stick, the lung expanded well, and the tube was 
left in position until the empyema cavity was completely 
obliterated. 
however 


Some time before this end had been reached 


he was sent to the convalescent home 


Left-sided pneumothoraa At this time the patient 8 
general condition was satisfactory ; he was afebrile, the 
empyema was only small, and the drainage-tube was in 
position. But on August 3lst he suddenly became 


desperately dysprceic with pain in the left side of the chest. 
One of us (F. F. H.) who was called to see him 
complete tension pneumothorax on the left side 
an emergency 


found a 
and as 
measure withdrew a considerable quantity 
of air with a 20 ¢.cm. syringe and returned him to hospital. 
Following this attack the pulse and respirations remained 
high though there was no 
did not expand and yet no 


rise of lung 


the 


temperature ; tne 


effusion occurred into 





FIG. 1. 
FIG. 2. 


2. 
: F ‘ Empyema on right side of chest. 
= Empyema cavity filled with lipiodol after open drainage. 
FIG. 3.—Drainage-tube in position on right side and spontaneous pneumothorax on left. 


There is a circumscribed cavity in left subapical region. 


The adhesion on the left side is in the 


position of the opacity in Fig. 2. 
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pleural cavity (Fig. 3). The initial assumption had hee 
that a small abscess in the left lung had ruptured, but 
when no effusion and no infection developed the accident 
was considered to be independent of the affection in the 
right side, and in all probability to be due to a ruptured 
emphysematous bulla. Subsequently, however, a more 
careful examination of the X ray plates which had been 
taken before his transfer to the convalescent home showed 
beyond all doubt that there was in fact a cortical opacity 
in the left subapical region, and that this was of recent 
origin was proved by inspection of some of the earlier 
plates (Fig. 2). 

Return to health_—Eight weeks later radiography showed 
no evidence of re-expansion of the lung, and so 2000 and 
3000 c.cm. of air were removed from the left side on 
successive days, the pressure falling from + 2 cm. to 
— 4 cm. of water. As this operation did not result in 
any expansion of the lung it was felt that there must be 
a small bronchopleural fistula although the patient was 
unable to taste peppermint injected into the pleural sac. 
An attempt was made to produce an effusion under which 
the lung might expand and become adherent to the 
parietal pleura. Following the advice of Dr. W. 8S. 
Gilmour, who has had success in the injection of irritant 
fluids into the pleural cavity where the lung has failed 
to expand, a solution was made up consisting of tinct. 
iodi 2 drachms in half a pint of distilled water, and the 
whole of this was injected into the left pleural sac. No 
reaction, either local or general, followed this treatment ; 
there was no effusion as seen on the X ray screen, and 
in fact the fluid injected was rapidly absorbed, leaving the 
pneumothorax unchanged. 

By now the patient felt very well, the empyema on the 
right side was healed with complete expansion of the lung, 
but the left lung was still collapsed and the heart displaced 
to the right. He was loth to undergo further treatment ; 
but a final effort was made, and on Nov. 5th and 6th 
3000 and 4000 c.cm. of air were withdrawn. This was 
followed by a return of the heart nearly to the normal 
position and expansion of the lung which rapidly became 
complete. The patient is now working, radiography 
shows two normal lungs (Fig. 4), and, except for slight 
deafness in the left ear, he is perfectly well. 


COMMENT 


At first this patient was believed to be suffering 
from an acute mastoiditis with lateral sinus thrombosis, 
and the presence of a brain abscess was unsuspected. 
There can be no doubt that this was the focus from 
which infected emboli were detached into the pul- 
monary circulation. It is interesting that the first 
indisputable indications of a lung abscess occurred 
a fortnight after operation, for this is also the typical 
time-interval for the manifestations of an inhalation 
abscess. 

The effect on the temperature of removal between 
ligatures of the internal jugular vein was dramatic, 
and it seems probable that an earlier ligation might 
have prevented the chest complications. Considera- 
tion of the lung abscess and empyema emphasises 
the advantage of an adequate exposure of the pleural 
cavity at operation, particularly from the point of 
view of accurate diagnosis. A careful examination 
of the lung surface through a generous intercostal 
incision after resection of 2 in. of rib furnishes informa- 
tion which is invaluable in the subsequent treatment 
of the case. This procedure is not associated with 
undue danger to the patient so long as the operation 
is delayed until such time as repeated aspiration 
has relieved the immediate toxemia and respiratory 
embarrassment. The prognosis in pleural infections 
secondary to lung abscess is not nearly so grave as 
is frequently supposed. The majority of such cases 
recover after simple drainage of the empyema, 
and when the lung expands the abscess is usually 
found to have healed completely. A _ bronchial 
fistula is not often a source of much difficulty and 


where thee can be attend directly with the silver 
nitrate stick rapid healing is the rule. 

The spontaneous pneumothorax on the left side 
raises some difficult problems. It was followed by 
no constitutional symptoms whatever apart from 
breathlessness, and it resembled in every way the 
so-called benign spontaneous pneumothorax. The 
cause of this condition is supposed to be a sub- 
pleural bulla with a valve-like orifice so that 
it gradually increases in size until it ruptures. 
Occasionally cases of this nature have been demon- 
strated pathologically, but the condition is compara- 
tively common, and ten cases have been admitted 
to this hospital in the last three years. There is no 
proof that the cause is always the same. In this 
instance it is difficult to avoid the conclusion that 
the pneumothorax was due to an inflammatory 
lesion in the left lung similar to that which had 
existed in the right lung, and yet the pleura remained 
free from infection. It demonstrates therefore the 
very important fact that it is possible to have a benign 
spontaneous pneumothorax—i.e., one without any 
constitutional upset, without infection of the pleural 
cavity, and non-tuberculous—secondary to a pyw#mic 
lesion in the lung. Moreover, since the pneumo- 
thorax occurred six weeks after the internal jugular 
vein had been tied it is possible to say that it was 
caused by a lesion in the lung which had been in 
existence at least six weeks. Whether this xtiology 
is of wider application in benign spontaneous pneumo- 
thorax is uncertain, but it is sufficient to suggest 
that the commonly accepted cause should be subjected 
to careful scrutiny and particular inquiry made for 
any hint of a more or less recent lung infection. 
It is important to note that by the time the lung 
had re-expanded there was no evidence on the X ray 
plate of the original causative factor. 
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Tue dental prop, to function correctly, must be 
fashioned in accordance with sound mechanical 
principles. A search of English medical and dental 
literature has failed to reveal any attempt at a 
historical, scientific; or mechanical survey of the 
dental prop, although its near relative, the mouth 
gag, has received this attention. Indeed I have 
found only two references to the prop and its use.?* 

The first mouth props were of vulcanite or hard 
wood, some being covered with rubber pads and 
others having removable handles for introduction. 
Clover brought out the first spring-action prop to 
prevent displacement in the mouth. Hewitt about 
1889 designed a set of steel props; these were made 
in five sizes and shaped so that they adapted them- 
selves to the angle made by the lower jaw as it 
recedes from the upper jaw; they are now made of 
aluminium or German silver. Barth in 1908 adapted 
these props for children and for small mouths, these 
models being some of the most useful props at the 
present time. 

The ideal prop should be of robust construction 
and not likely to break under the strain of the bite, 
especially with nitrous oxide anesthesia. It should 
be comfortable, simple to insert in the conscious 
patient, easily cleaned and sterilised, and it should 
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not collect blood-clot and debris on its surfaces. 
Lastly and most important, when once inserted it 
should show no tendency to slip, even in edentulous 
mouths. 


THE ORDINARY PROP 


The props now in common use are of three main 
types. First, there are the variations of Hewitt’s 
original pattern, which consist of two plates or biting 
surfaces, lead or rubber lined, separated by a rod ; 
they are all alike in that one of the biting-plates is 
set at an angle of 90° to the rod (Fig. 1). Secondly, 

there are the “spring” and 
— adjustable props such as Hut- 
L ‘90,/ J chinson’s and Wingrave’s. 
— Nearly all of this type were 
designed to fit on to the incisor 
teeth and to be adjustable for 
different widths of separation of 
the jaws. They suffer from the 
drawbacks that they are uncom- 
R fortable, liable to break in use 
we0. 3 pieces of spring and mechanism 
sil being lost in the mouth and 
pharynx—difficult to sterilise and 
keep clean, and they may damage the front teeth. 
Thirdly, there are the solid rubber props and wedges, 
such as the De Pass prop. These, although quite 
efficient, are clumsy in use and are of value chiefly in 
the unconscious patient ; they have also a tendency to 
slip forwards towards the front of the mouth, leaving 
less room for the surgeon to carry out his mani- 
pulations. 

No attempt will be made to describe the correct 
clinical use of the prop, as this has been admirably 
done by Mr. Frank Coleman.? 

It is common knowledge that props of the Hewitt 
type tend to slip, especially when there are no teeth 
to provide a grip, and it has been observed that they 
always slip in the same way. Fig. 2 shows how this 
happens. 








Let AB and BC be the upper and lower jaws respectively 
acting from a hinge at A. Let XY represent a prop as 
now in common use, with the angle AXY= 90°. Now 
when the two jaws bite on the prop, the forces exerted by 
the jaws act at right angles to the line of the jaws, since 
the latter are rotating round A; the force acting from the 
upper jaw is F 
and that from the ~ X 
lower jaw is F,, 
and these are 
equal (law of ac- 
tion and reaction). 
The prop being 
at right angles to 









a FIG. 2.—In this and 
AB has’ the full the following fig- 
foree F acting ure the angle of 
along XY from a the jaws 
“eka as been exag- 
the upper jaw. porated. ms c 
3ut the force 


acting along YX 

from the lower jaw is only P,—a component part of F,, 
since F, is resolved into P,, and P, acting along AC 
towards C (parallelogram of forces). Thus F is greater 
than P, and the end of the prop Y tends to slip in the 
direction of C. Further, as soon as the end Y moves 
towards C the angle AX Y immediately becomes more than 
a right angle and by the force exerted by the upper jaw, 
X moves towards A, increasing still further the rotation 
of the prop. 

The following observations have been made, 
which confirm the above reasoning and conclusions. 
If lead-lined props which have been in use for some 
time be examined, it will be found that wear and 
sometimes even bending takes place at the point R 
(Fig. 1)—i.e., at the proximal ep1 of the angled 
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plate. This is the spot where only the grip of the 
teeth on the lead prevents the rotational movement 
of the prop already described. 
A NEW PROP 

In order to have a stable and non-slipping prop, 
the forces acting along the prop should be equal and 
opposite. This is shown in Fig. 3. 


If the prop XY is placed so that <AXY <AYX, 
then the components P and P, of the forces F and 
F, are equal and opposite, and 
the prop has no tendency for its 


ends to slip. The prop as a whole 
may now slip in the direction 
Z, owing to the residual com- 
ponent forces (F—P and F,—P,), and 
this will be prevented by the 
frictional forces between the end 
X and AB and Y and AC. 

A prop was therefore designed 
embodying these principles and 
differing radically from previous 





props of the Hewitt type, in 
that the two biting-plates are 


set at equal angles to the central 


rod (Fig. 4). The two plates — a see im- 
have been made to subtend an sande of cheeaniome. 
angle of 20°, which was found plated German 
to be an average degree of — 

opening after observation and measurement of a 
large number of cases of tooth extraction. The 


biting-plates have fairly hard pieces of rubber with 
a moderately fine canvas impression, inserted in 
the manner of the well-known Trewby prop. This 
was found to be the best after experimenting with 
several frictional surfaces. It does not get soiled, it 
can be sterilised repeatedly, and although not so 
important as the biting-plate helps 
siderably in preventing slipping. The biting-plates 
are slightly curved in a transverse direction for added 
comfort and stability. 
fixed that it 


angles, cone 


The canvas-impressed rubber 


is so cannot fall out, and when 


worn 
out it can be renewed in a moment at negligible 
cost. 


The prop therefore complies with the theoretical 
mechanical requirements for stability, in that the 
biting-plates 


a are set at equal 





® angles to the 
central rod, 


and an attempt 


: is made to in- 
/ a crease the fric- 
tional forces 
between the 
plates and the 
gums. To fur- 
Cc ther this, it is 
recommended 
that the patient should thoroughly rinse his mouth 
with water immediately before inserting the prop. 
This will reduce the viscosity of the saliva between 
the prop surface and the gum, and will help still 
further to prevent the prop slipping. 

This prop has been in use for some time in the 
general anesthetic room of the Royal Dental Hos- 
pital; no tendency to slip was found in the several 
hundred edentulous patients on whom it was tried. 
The largest size possible for any particular mouth 
should be used, for if a smaller one is inserted the 
patient may involuntarily open his mouth a little 
during anesthesia and cause the prop to slip or fall 
out. The prop was originally intended for edentulous 
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mouths, but for those who prefer to use lead it may 
be substituted for the rubber surfaces in patients 
with teeth. 

I wish to thank Mr. Frank Coleman and the staff of the 
Royal Dental Hospital for their encouragement and help, 
and the Dental Manufacturing Company who made the 
props tor me. 
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UNSUSPECTED PLACENTA PRAVIA AND 
POST-PARTUM HAMORRHAGE 


By Doueias M. Linpsay, M.D., F.R.F.P.S. Glasg. 


LATE OBSTETRIC AND GYNAZCOLOGICAL SURGEON, MAYDAY 
HOSPITAL, CROYDON ; AND SENIOR ASSISTANT VISITING 
SURGEON, ROYAL SAMARITAN HOSPITAL FOR 
WOMEN, GLASGOW 


WHEN one meets post-partum hemorrhage in its 
most severe and sudden variety the experience is 
one which leaves a lasting impression. Recently 
it was my misfortune to have such a case, and on 
the score of its unusual pathology and because only 
one line of treatment—and that an infrequently 
practised one—was applicable, it deserves record 
and consideration. 

CASE RECORD 

The patient, a primipara aged 26, was first visited when 
she was six months’ pregnant. Apart from some pruritus 
due to a congestive leucorrhcea she felt well, and examina- 


*tion showed her to be a woman in good health; obstet- 


rically the findings were normal. 

At eight months the patient reported to the ‘nursing- 
home thinking that labour had commenced. She had 
some backache, and after a night in the home there was 
a slight mucohemorrhagic “show” on a diaper. A 
colleague, acting in my absence, kept her under observa- 
tion for two days, and then sent her home as things 
seemed to have settled. From the time of her return 
home till the day on which labour was anticipated there 
was nothing to suggest anything unusual. 

Labour began at 8 P.m., the first warning being the 
rupture of the membranes. Readmitted to the home, 
the patient experienced her first pains about 10 P.M. 
From the onset till the child was born uterine contractions 
were severe, long, and following fast one on another. 
The progress was so rapid that by 12.30 a.m. the head 
was crowned, and sufficient chloroform to produce analgesia 
was administered. Delivery was completed normally 
at 12.40 a.m., without perineal injury and with the child 
breathing and crying immediately. Until the cord was 
clamped and cut there had been not so much as a staining 
of blood throughout the whole process. 

I stood by the patient with a hand gently supporting 
the fundus, waiting for the next contraction or any sign 
of the beginning of placental separation. After a few 
minutes the fundus hardened suddenly, and immediately 
the placenta and its membranes were expelled forcibly. 
As the placenta left the vagina there came the most 
alarming hemorrhage, exceeding in suddenness and amount 
anything I had previously known. It arrived with the 
splashing and volume of a bucket of water sluiced on a4 
floor, and in a matter of two or three seconds my patient 
had changed from a healthy coloured, softly breathing, 
fit young woman to a waxy pallid creature, gasping, 
restless, and seriously distressed. 

The uterus seemed to have retracted as well as con- 
tracted in its last expulsive effort, as it rested “ cricket- 
ball hard ” under my hand. It was so firm that assuredly 
it was not at fault, while the fact that there had been no 
bleeding from the onset of labour right up to the time 
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ot the placental escape ruled out cervical or vaginal 
lacerations, which, short of involving a very large vessel, 
could not possibly have accounted for the volume so 
suddenly lost. The only source could be the lower uterine 
segment. 

I introduced the right hand into the vagina and clasped 
the lax cervix, gripping it tightly in a clenched fist and 
pressing upwards while the external hand pressed down- 
wards producing through the hard fundus a rigid bimanual 
compression. Though only seconds had elapsed between 
the first sign of the flooding and this control being applied, 
the patient was already in extremis. The step taken 
immediately controlled the loss. Realising that a further 
bleeding, even of a few ounces, would prove fatal, I deter- 
mined to maintain the pressure until I felt reasonably 
confident that the bruising and stasis I had produced 
had made clotting in the open sinuses fairly certain. I 
waited therefore for a full half-hour and then gradually 
released the pressure, removing the vaginal hand only 
when satisfied that the bleeding had ceased. 

While I had been thus occupied the theatre staff had 
elevated the foot of the bed, applied hot bottles and an 
electric blanket, and commenced the administration of 
submammary saline. Only after these matters were 
attended to, and I had controlled the loss, was a stimulant 
given, the choice being camphor in oil. 

Later, examination of the placenta made the cause 
of the hemorrhage clear. The placenta was larger than 
usual, and one half was much thinner than the other. 
The opening in the sac of membranes was situated at 
the edge of the thinner portion of the placenta, and 
placental tissue formed quite half the edge of the per- 
foration in the membranes. Over the thin area of placenta 
the maternal surface was covered with a layer of highly 
organised blood-clot. The pathology became apparent : 
this had been a case of placenta previa, and the very free 
sudden hemorrhage after placental expulsion had been 
from the sinuses of the flaccid non-contractile lower uterine 
segment. 

DISCUSSION 


When, as is usual, placenta previa lives up to its 
name as an unavoidable ante-partum hzmorrhage 
the attendant is forewarned, and steps are taken to 
control the further bleeding which is expected when 
the placenta separates. For years my practice, and 
I have found it a sound one, has been to remove the 
placenta manually and apply the bimanual compres- 
sion described above in all births attended by placenta 
previa, Here, however, the abnormality in placental 
implantation was discovered only after labour, and 
the hemorrhage was unfortunately fait accompli 
before one realised the position. 

In retrospect there are two points of moment— 
the mucohzmorrhagic “show” at eight months, 
and the fact that labour started abnormally in the 
rupture of the membranes. Viewed in the knowledge 
of the pathology of the bleeding, that ‘“‘ show ’’ was 
important, but in the absence of other pointers this 
was not appreciated. Had it been larger, or repeated, 
one would have become suspicious ; though the fact 
that the pregnancy carried on to the very day on 
which delivery was anticipated, and that the labour 
was completed without even a staining, would 
probably have put any such fears at rest. Nature 
asserted herself to save this patient from blood 
loss. The membranes ruptured early, the head was 
well down in the lower uterine segment, and the 
labour was strong, long, and unresting. As the 
cervix dilated and the placenta was peeled from its 
attachment in the lower uterine segment, the strong 
contractions kept the head braced firmly into the 
cervical canal and pressed the placenta against the 
gaping sinuses, controlling the loss like a swab held 
firmly over a cut surface. To a point Nature did 
her job well—one is tempted to speculate if she may 
not do this particular job oftener that we suspect 
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and with better results—but she failed in her last 


difficulty. When the placenta came away the all- 
important sinuses were reopened and the flood 
released. 


From the clinical viewpoint this type of unsus- 
pected placenta previa is important, as the only way 
of controlling the post-partum hemorrhage asso- 
ciated with it is the practice of bimanual compres- 
sion. The bleeding from a lower uterine segment 
is controlled primarily by clotting. The administra- 
tion of pituitary preparations or ergot, or resource 
to stimulants likely to raise blood pressure are not 
only useless but dangerous. Hot intra-uterine douches, 
that old reliable favourite never at hand when most 
required, are not permissible, for they remove clots 
already formed and produce fresh loss. For once 
possible infection must become a secondary considera- 
tion. Bimanual compression must be applied imme 
diately as the urgency cannot be greater. Once 
the hand is introduced it should be kept in the vagina. 
Insertion, removal, and reintroduction later simply 
increase the chance of sepsis. Do not rush to stimu- 
lants or blood transfusion. Counteract shock with 
posture and warmth, and replace fluid loss with 
salines. If additional blood is required it will the 
better fulfil its function if transferred when the 
initial shock is over and the patient better fit to 
face the ordeal. 

Often it will be found after a few hours that an 
astonishing recovery has taken place. This happened 
in the case I have reported here, and a complete 
recovery was rapidly made on liver extract, iron and 
arsenic, generous diet; and good nursing. As can 
happen, the temperature never rose above the normal 
in spite of my interference and the grave blood loss. 
This was contrary to all the rules of the game, but 
perhaps I should have anticipated this, for the 
patient did not seem to pay due respect to those 
rules from the beginning. 


GASTRO-JEJUNO-COLIC FISTULA WITH 
TERMINAL PERFORATION INTO THE 
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and on the Pathology by 


Cc. J. Harwoop Littie, 0.B.E., M.B. Leeds 
PATHOLOGIST TO THE HOSPITAL 
Last October Drs. Mindline and Rosenheim 
described in Tur Lancet! a case of duodeno- 


colic fistula 
At that time 


simulating idiopathic  steatorrhoea. 
I had in one of my beds at the Royal 
West Sussex Hospital a very similar case in which 
steatorrhea was present; and as there were 
additional points of interest, it seems worth recording. 
Incidentally it is strongly reminiscent of a 
under the care of Dr. F. J. 
College Hospital in 


also 


case 2 
Poynton in University 
which I 


1930, saw as medical 
registrar. 
CLINICAL RECORD 
The patient was a man, aged 41, a bus conductor, 


admitted on Sept. 11th, 1935, and referred by Dr. Francis 
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Leslie of intermittent 
weeks; 


meals, which 


Chichester. He complained of 
pain in the umbilical region for 
vomiting 


the previous 81x 
alter 
and, frequently, a loose action of the 
bowels soon after a meal * 


about a quarter of an hour 


relieved the pain ; 
as if the food ran through him.” 
For the same period he had noticed an increasin 


of the abdomen and swelling of the legs, the latter subsiding 


g distension 


with recumbency. 


Previous history. The man had been first admitted to 


the Royal West Sussex Hospital under Mr. R. Brooke 
on August 28th, 1927, complaining of severe pain in the 


epigastrium a quarter of an hour after meals, 
vomiting. 
emptying in 


relieved by 
tadiography showed a small irritable stomacl 
four hours with some té« 
pyloro-duodenal area \ test 
hyperchlorhydria. 


diagnosed, 


nderness over the 
marked 
The presence of a duodenal ulcer was 
the history was short, the 
young, the stomach rapidly emptying, and the 
contents very highly acid, the case was thought to be one 
eminently suitable for me 
as the man 


meal showed a 


and as patient 
stomach 
lical treatment Unfortunately. 
was a meals were taker 
at very irregular hours, and he pointed out that it would be 
impossible for him to diet or to food at 
spaced intervals. He informed 
uncertainty of surgical measures, but nevertheless agreed 
to operation. At operation a medium-sized, 
ulcer was found at the junction of the first 

parts of the duodenum on the anterior surface, and a 
posterior gastrojejunostomy was performed. There wer: 
no further digestive symptoms for some 24 years, but the 


bus conductor, his 


obtain evenl 


was therefore of the 


indurated 
and 


second 


abdominal pain then recurred, coming on 1—2 hours after 
food, and being relieved by 
powders. Two months admission in 
1930, there had been blood-stained vomit and 
and the patient had been losing weight. On 
a second operation was performed. 


more food or by alkaline 


before December. 
melana, 
admission 
The posterior gastro 
JeJunostomy stoma was found to be patent and working 
well. On the anterior wall of the duodenum, this time 
at the pylorus, an active indurated ulcer with adhesions 
was found. At the junction of the first and second parts 
of the duodenum a white puckered scar of the original 
ulcer was easily distinguished. <A partial gastrectomy was 
then performed, the end of the stomach was cut off and 
closed just below the level of the gastro-enterostomy. 
Xecovery was uninterrupted and the patient was able in 
due course to take a full diet. Before discharge he had 
several attacks of diarrhea with yellowish watery stools 
The condition cleared up with medical treatment 

The 
abdomen 


Condition on 
sallow and 
distended, 
cedematous. 


admission, 
looked ill. The considerably 
free fluid was present, and the 

The urine was free from albumin Having 
regard to the history and physical signs, I suggested that 
this was a fistula with concurrent 
cedema, probably of nutritional type, as was suggested by 
Dr. Poynton in his case in 1930, 


patient was pale and 


was 


were 


case of gastrocolix 


Special investigations \ barium meal showed that 
a partial gastrectomy had been performed and suggested 
that an enterocolic fistula might be present A barium 


enema was then given but this failed to pass upwards 


further than the middle of the descending colon, the 
rectum and sigmoid being much ballooned 

A blood count showed a mild secondary anemia. The 
urine contained a few red blood-cells. In the feces 


fat was present in excess fluid was clear and 
small 


the 


The ascitic 
on centrifuging, 
and large 
peritoneum. 


yielded a 
cells 


few lymphocytes 


lining of the 


mononuclear trom 


Further progress.—V omiting stopped soon after admission 
until on Sept. 27th the patient vomited greyish 
material like soft putty and passed a stool of similar 
appearance containing an fatty acid crystals 
The temperature fluctuated between 98°F. and 101° F 
with an occasional 102° F. He was unwilling to 
undergo an operation and I did not consider that it was 
justifiable to press for it, as I felt that the chances of 
survival were slender. On Oct. 18th the man complained 
of nausea and vomited again. His condition became 
rapidly worse, the temperature rising to 104° F. and the 
pulse-rate to 120, and he died next day. 


some 


excess of 


rise to 








SP RE RE 


eatal pilin natn cons 


1066 THE LANCET] 


POST-MORTEM FINDINGS 


Dr. E. J. Dennison, the senior house surgeon, 
performed an autopsy. 


The body was much emaciated, with cedema of both 
feet and ankles, and abdominal enlargement. There was 
an old operation scar in the upper abdomen. About a 
pint of straw-coloured fluid was found in the peritoneal 
cavity, and in the left hypochondrium there was a large 
indurated adherent mass consisting of stomach, small 
intestine, and large intestine. There was some muddy 
black fluid surrounding the indurated mass, which had 
evidently leaked out from some part of the intestine. 





4 


(a) Probe in gastrocolic fistula. (6) Probe in gastrojejunal 
communication, (c) Site of terminal perforation into 
peritoneum (cut edges are caused by removal of portion for 
section). (d) Stomach. e) Colon, (f) Jejunum. 


On further examination an old gastro-enterostomy was 
found, the suture line having become adherent to and 
ulcerated through into the transverse colon. This ulcera- 
tion was evidently of fairly long standing. In addition 
there was a recent perforation in the same region into the 
peritoneal cavity. Thus a probe inserted into the 
stomach could be passed with ease into the jejunum, 
transverse colon, or peritoneal cavity. The only 
abnormality in the thorax was an old tuberculous 
foeus in the apex of the right lung, a piece of which was 
removed for section. 


Dr. Little examined the specimens removed. The 
stomach, colon, and jejunum involved are illustrated 
in the accompanying Figure. There was a common 
communicating passage, about 1 in. in diameter, 
between the stomach, the jejunum, and the colon. 
At the further edge of the gastro-jejunal communica- 
tion was a perforation of about a quarter of an inch 
in width with bile-stained edges. 


Sections were made through the gastrojejunal junction 
and the gastrocolic junction. In the former the mucous 
membrane of the one passed imperceptibly into that of the 
other, while the fusion of the underlying muscular layers 
could only just be made out from the slight irregularity 
of the muscle bands and the presence of a little fibrous 
tissue. In the latter a small depressed area of surface 
necrosis showed where the mucous membrane of stomach 
and colon met. 

In the portion of lung removed were healed and active 
tubercles. 

SURGICAL ASPECT 


The interest in this case from a surgical point of 
view is that, although it was in every other way 
suitable for medical treatment, yet the man’s occupa- 
tion «s a bus conductor rendered this impossible. 
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Surgical treatment was therefore undertaken, and 
for 24 years he remained symptom-free ; the original 
duodenal ulcer was actually healed and there was no 
sign of the formation of a gastrojejunal ulcer. When 
another ulcer did form, it formed at the pylorus and 
not at the site of the anastomosis. Later, however, 
when a partial gastrectomy was performed a gastro- 
jejunal ulcer appeared which ultimately led to the 
death of the patient. In retrospect there seems to 
be no doubt that the correct treatment of the condi- 
tion was medical and not surgical, and that when the 
patient was first seen he should have been advised 
to give up his occupation which was obviously 
unsuitable and in large part the cause of his trouble. 
Such advice, easy enough to give, would have been 
difficult to follow during the period of economic 
depression when the patient first attended hospital. 
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BILATERAL HERPES ZOSTER OF THE 
TRIGEMINAL NERVE 


By R. M. CAMPBELL, M.B. Aberd. 


ASSISTANT MEDICAL OFFICER, THE GROVE HOSPITAL (L.C.C.,), 
. LONDON, 8.W. 


BILATERAL involvement of all the divisions of the 
trigeminal nerve is a sufficiently rare manifestation 
of herpes zoster to justify the publication of a single 
case. 


The patient was a male, mentally defective child, 
aged 6 years, to whom diphtheria antitoxin had been 
administered before admission to hospital because of a 
profuse mucopurulent nasal discharge ot three days’ 
duration. There was no previous illness. On admission 
the only physical signs of note were a temperature of 
102° F., slight faucial congestion, small patches of exudate 
on the tonsils and uvula, and slight bilateral enlargement 
of the tonsillar glands. During the night the child had 
profuse diarrhea, the stools being green and frequent with- 
out visible blood or mucus. On the following morning the 
temperature subsided by crisis. Cultural examination of 
the throat and nose failed to confirm the diagnosis of 
diphtheria. 

On the second day, circumscribed raised areas of 
erythema, each half an inch or more in diameter, were 
observed on the face. The eruption was _ strictly 
symmetrical on the two sides, being distributed on the 
forehead, nose, cheeks, malar regions, and upper and 
lower lips. The symmetry of the lesions and their strict 
localisation to the sensory area of the trigeminal nerve 
were striking. Small and large vesicles appeared on the 
erythematous bases by the following morning. At the 
same time small shotty glands were palpable in the 
posterior cervical chains. Rupture of the vesicles and 
crusting were completed by the eighth day. Tie cornea 
was not involved, and no lesions were visible in the mouth 
or fauces. No abnormality was found on general examina- 
tion of the central nervous system. Scarring following 
the healing of the herpetic areas was slight, and no sensory 
or motor impairment of the cranial nerve functicens 
resulted, 

Unlike herpes simplex, herpes zoster is rarely 
bilateral, and it has been estimated that only some 
30 instances of this unusual condition have been 
reported. Among 140 cases of zoster personally 
observed by Glauberson,' only two showed an affec- 
tion of the same or different segmental areas on the 
two sides of the body. 

Similar examples have been recorded in this country 
by Fordyce? and Fox.* Hutton‘ described a case 
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of bilateral zoster with a concurrent varicelliform 
eruption. Bilateral facial herpes affecting the pinne 
of the ears and the parotid regions was noted by 
Burgess.5 A review of the available literature has 
resulted in the discovery of one reported case with 
a bilateral involvement of the whole of the trigeminal 
nerve areas as in our patient; in a brief annotation 
Anderson ® mentions the occurrence of bilateral 
trigeminal zoster in a woman suffering from a cerebral 
In our patient the features are compatible 
with a primary infection of the Gasserian ganglia 


abscess. 


MEDICAL 
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of the trigeminal nerve by the unknown virus of 


herpes zoster. 


I am indebted to Dr. J. S. Anderson, medical superin- 
tendent of the Grove Hospital, for permission to publisl 
this case. 
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ROYAL SOCIETY OF MEDICINE 


SECTION OF LARYNGOLOGY 


At a meeting of this section held on May Ist, 
with Mr. LioneL COLLEDGE, the president, in the 
chair, Dr. G. V. T. Borrtes (Copenhagen) opened a 
discussion on 


Headache Associated with Disease in the Nose 
He said that according to the text-books the chief 
causes of such headaches are sinusitis, adenoids and 
other forms of nasal obstruction, and acute coryza. 
With modern methods of diagnosis, unsuspected 
infected sinuses were disclosed more frequently, and, 
if these had been a cause of headache, a dramatic 
cure could be effected. This circumstance had served 
to obscure other causes and had led rhinologists 
astray. In Dr. Borries’s experience the treatment of 
latent sinusitis did not often result in the cure of 
headache, and on the other hand other rhinogenous 
causes of headache were often neglected. A frequent 
form of headache occurred during and after the 
common cold following congestion of the middle 
turbinal. Such a headache might be very severe and 
prolonged, but could always be cured by simple 
means, however long it had been present. The 
question of an allergic cause may arise, but Dr. 
Borries proposed in this communication to consider 
only rhinogenous causes excluding sinusitis. In 
diagnosis the site of the headache was important ; the 
pain was situated about the eye and in the occipital 
region of the same side. There was also tenderness 
over the inner palpebral ligament. The headache 
appeared with coryza; improvement was associated 
with shrinkage of the middle turbinal and reappeared 
when this had worn off. There were, however, also 
less clear-cut Often a diagnosis of hysteria 
was made which gave satisfaction as confirming the 
secret beliefs of relatives, but real headache was 
hardly ever due to hysteria. Treatment was at first 
conservative, consisting in the dilatation of the 
middle meatus with cocaine. Dr. Borries quoted 
cases showing that this alone often succeeded. He 
used 5 per cent. or 10 per cent. cocaine without 
adrenaline, and the fact that atropine was frequently 
beneficial seemed to favour the hyperemic theory of 
origin. Where further measures were necessary he 
advocated partial or total resection of the middle 
turbinal with submucous resection of the septum 
where a deflection of the latter was helping to 
encroach upon the middle meatus. Sometimes a 
diseased inferior turbinal was keeping up infection 


cases. 


and might therefore need either cauterisation or 
partial reduction. Physical treatment was often 
required to supplement operative treatment. The 


occipital myalgia might be analogous to myalgias 
elsewhere, for example, pleurodynia and sciatica. Dr. 


Borries quoted a case where a mastoid operation had 
twice been performed for myalgia in the muscles of 
the auricle. The occipital muscles might be a reflexo- 
genic site; in one case pressure on the occipital 
region relieved the maxillary pain which reappeared 
on its cessation. Another patient complained of 
pain in the neck while a middle turbinal was being 
removed, and pain in the shoulder might accompany 
maxillary pain. In connexion with the site of the 
pain it was noteworthy that the area of pain in a 
sinusitis did not always correspond with the sinus 
affected. Massage and “shock” therapy could be 
tried, and a prolonged after-treatment of the myalgia 
might be necessary. The patients were often sus- 
ceptible to variations in temperature and must guard 
against this; measures designed to harden the 
resistance to weather conditions were useful. Certain 
patients had a high degree of sensitivity and hyper- 
wzsthesia, and cocaine tampons must be cautiously 
introduced, perhaps preceded by a spray of anzs- 
thetising solution. It might be difficult to draw a 
sharp line between headache due to sinusitis and that 
due to other forms of rhinogenous headache. One 
important condition sometimes associated with head- 
ache, namely, conjunctivitis, was occasionally rhino- 


genous, and cleared up with the treatment of the 
nasal condition. Dr. Borries wished to emphasise 
the fact that a headache could be rhinogenous 


even if rhinoscopy and X rays reveal no obvious 
abnormality. 


Mr. F. J. CLemiInson (London) said that pain of 
this sort was very difficult to explain. There are 
several different types. Radiation from the teeth 


was a common one, and this might spread from the 
face and head to the shoulder, and down the arm 
into the fingers. Sometimes this occurred with an 
infected sinus, but more often sinus pain was localised. 
Although pain in the ear was not generally given as 
a symptom of sinusitis it was occasionally found ; 
a striking case of this sort in a doctor came under 
the speaker’s observation some time ago. Such pain 
was seldom entirely confined to the ear. It could be 
understood by studying the connexions of the great 
superficial petrosal nerve and Arnold’s nerve with the 
spheno-palatine ganglion. Pain down the arm and 
in the neck might be due to the presence of vagal 
and sympathetic afferents in the nerve of Wrisberg, 
and might thus be analogous to cardiac referred pain ; 
it must be remembered that the heart was a cervical 
rather than a thoracic structure. Mr. Cleminson 
described a case illustrating vacuum pain from an 
infected maxillary sinus, and another where frontal 
pain was found to be due to an apical abscess. He 
had frequently met with occipital pain. Connexions 
of the fifth cranial nerve in the upper cervical portion 
of the spinal cord possibly provided the mechanism 
of production. He felt that myalgia and myositis were 
not adequate explanations. 
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Dr. Gavin Youne (Glasgow) said that he would 
deal only with headache due to chronic nasal disease. 
There were two reasons why the upper portion of 
the nose was chiefly responsible: it was narrower 
and contained narrow channels between the 
ethmoidal bones, and the sinuses opened into it. 
Engorgement of the mucous membrane of the middle 
turbinal might arise from infection or from allergy. 
High deviation of the septum might be a contri- 
butory cause through pressure on the middle turbinal 
of one side with hypertrophy of the opposite middle 
turbinal. A form of vacuum headache might be due 
to this cause. Submucous resection of the septum 

yas the most suitable treatment. For antral or 
frontal sinus infection, the Caldwell-Luc operation 
and an external frontal operation were respectively 
the operations of choice. Allergy accounted for a 
number of cases, and often no structural deformity 
or infection could be made out, but congestion could 
sometimes be provoked by touching an area on the 
septum or middle turbinal. Polypi rarely caused 
headache, and that occurring in atrophic rhinitis 
might be due to the column of cold air constantly 
impinging on an inflamed surface. Headache asso- 
ciated with adenoidal hypertrophy was a clinical 
observation dating from Hippocrates, and was 
possibly due to the narrowed nasal passages. Sudden 
lancinating pain in the face of psychogenic origin 
had often occurred in his experience, occasionally 
with some slight nasal abnormality, but careful 
questioning served to separate the factors. 


Mr. HerRsBert TILLEY (London) said that the 
swelling of the anterior end of the middle turbinal 
described by Dr. Borries was the first stage of 
ethmoidal infection. If the patient was seen a year 
later, the mucosa was found to be wrinkled with 
perhaps a little crusting, and, later still, it might 
show small polypoidal granulations or even frank 
polypi. He believed this condition to be due to a 
non-suppurative infection of the mucoperiosteum and 
bone. He showed sections which supported this 
theory, showing superficial infiltration with organisms 
of bone taken from the ethmoidal region of patients 
with headache. The occasional recurrence of head- 
aches after radical operations might be explicable 
by this theory of infection, and it also emphasised 
the value of a bacteriological examination of sinus 
washings. 

Miss Rosa Forp (London) discussed the two cases 
she had shown of headache and retrobulbar neuritis 
in which she had diagnosed sinusitis (previously 
unsuspected) on the restriction of the fields of vision. 
With conservative treatment to promote drainage 
in the nose she had obtained a permanent cure in 
both cases. 


Dr. F. A. Pickwortn (Birmingham) showed 
lantern slides of X rays of the sphenoidal sinuses 
after lipiodol injection taken before and after the 
occurrence of headache. Immediately after head- 
ache had occurred the mucosa of the sinus had 
swollen up, especially near the ostium, and the 
lipiodol was seen to be squeezed into a thin stream. 
This might also occur elsewhere, and the speaker 
considered that it was important to take X rays of 
this type before and immediately after the occurrence 
of headache. 


In reply, Dr. Borrtes said that he believed psycho- 
genic headache to be rare. It occurred chiefly in 
women, and there might be an endocrinological 
factor. He pointed out that occipital pain, which 
he held to be reflex in origin, could be present only 
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on one side and not on the other, and that it could 
be relieved by pressure. 

Mr. CLEMINSON said that referred pain was gener- 
ally accompanied by tenderness, and, as a rule in 
these cases, the occipital region was not tender. 


SECTION OF OTOLOGY 
AT a meeting of this section on May Ist, with 
Mr. Haroxtp Kiscu, the president, in the chair, a 
paper on 


Diagnostic Problems in Otogenous 
Intracranial Complications 

was read by Dr. G. V. T. Borrres (Copenhagen). 
He began by speaking of a type of case in which 
either suddenly or after a spell of Cheyne-Stokes 
respiration the patient ceased to breathe, and became 
cyanotic and unconscious. In the »bsence of active 
treatment death quickly supervened. At autopsy 
the lobes of the cerebellum were found to be pressed 
down in the foramen magnum, the lateral ventricles } 
were dilated, and the brain tissue was cedematous. 
It was curious that so many text-books of all countgg 
omitted all mention of this complication of 
infection. In 1919 Dr. Borries treated : 
kind in which respiratory paralysis cam 
He at once started artificial respiray 
his assistant kept this up he himself ¢ 
on the right side, evacuating a large 
After that, the respiration was 4 
tinued until next morning, when 
The number of such cases publi 
many of them the diagnosis was 
death, and in only 21 was there an 
the abscess. The suffocation was ¢ 
as due to a laryngeal spasm ; especii 
when respiration ceased under narcoss 
7 cases to the performance of tracheoto} 
times it was attributed to the death ag 
hence no operation was undertaken. It shoulu 
recognised (1) that sudden cyanosis in an otogenous 
brain affection meant respiratory paralysis, most 
often due to a cerebellar abscess ; (2) that the treat- 
ment consisted in artificial respiration and evacuation 
of the abscess; and (3) that sudden death in bed 
in cases of otogenous cerebral lesions was mostly 
due to respiratory paralysis, which in turn was 
caused by cerebellar abscess. Bradycardia was a 
symptom which in this connexion scarcely received 
any mention in text-books. If a patient with otitis 
had slowness of pulse it was usually regarded as 
a sign of increased intracranial pressure. Careful 
investigation had shown him that a slow pulse was 
a very common symptom in the serous stage of acute 
labyrinthitis ; collecting the figures of four authorities 
it was found that 32 of a total of 80 cases showed it. 
Bradycardia was encountered also in vascularised 
labyrinthine fistula, and in association with irido- 
cyclitis. In case of facial paralysis of uncertain 
origin tetanus was a possible cause ; it might originate 
from middle-ear suppuration without any known 
trauma. 

Turning to the differential diagnosis between 
brain abscess and meningitis, Dr. Borries said that 
in 1900 a case was reported in which a man with 
typical signs of diffuse otogenous leptomeningitis 
was found to have an uncomplicated abscess of the 
brain, with no meningitis. This showed that though 
there might be no visible meningitis, the meninges 
could nevertheless be inflamed. The question arose 
whether it was possible clinicaily to demonstrate 
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such an abscess. His contention was that the 
meningitis induced by a brain abscess was some- 
times not identical with the ordinary meningitis 
induced directly by mastoiditis, and could be 
differentiated clinically. Its special features were 
its strikingly benign course and its independence of 
other conditions. In some cases of cerebral abscess 
the successive specimens of cerebro-spinal fluid 
became ever clearer, although the abscess was not 
opened. The explanation seemed to be that the 
abscess attenuated the virulence of the organisms 
and toxins passing through it. A non-purulent 
inflammation of the brain tissue was not to be regarded 
as a special disease, but merely a preliminary stage 
of abscess formation. 

An important question was: When ought one to 
attribute mild encephalitic symptoms to a so-called 
serous or simple encephalitis, and when to a hwemor- 
rhagic encephalitis? It was safe, he thought, to 
assume that in the severe cases the condition was 
usually hemorrhagic, but it was uncertain whether 
a simple non-hemorrhagic encephalitis might not 
also give rise to focal symptoms. Probably both 
simple and hemorrhagic encephalitis might produce 
them, but very pronounced focal symptoms were 
suggestive of hemorrhagic encephalitis. Often the 
symptoms were very slight and not very typical ; 
yw and then cases were encountered with indefinite 
vague cerebral symptoms and optic neuritis, 
spinal fluid was normal, and the patient recovered. 
view was that most of those patients had encepha- 
In the more severe and pronounced c: it 
i generally be said that the symptoms were the 
@ as those of brain abscess. Only when the 
s compelled the otologist to adopt a new point 
view did he realise that the old nosological entities 
d not suffice, that there was a missing link which 
miso must be taken into account in clinical work, 
and that that link was non-suppurative encephalitis. 
Recognition of that disease he regarded as very 
important, not only in diagnosis but also in treat- 
ment. For example, in a case with hemiplegia and 
aphasia, if the possibility of a non-purulent encepha- 
litis was not taken into account as a cause of such 
symptoms, it might be thought that the patient’s 
only chance depended on the finding of an abscess, 
and this might lead to deeper and repeated punctures 
being carried out—perhaps with serious results. 
Its recognition would also modify the prognosis, for 
experience had shown that in even apparently hope- 
less cases of encephalitis, with hemiplegia and aphasia, 
complete recovery might take place. The time 
had come when otogenous non-purulent encephalitis 
must be established as a clinical entity. 





Mr. Ertc Watson-WILLIAMs (Bristol) spoke of a 
case of labyrinthitis under his care, the onset of 
which was signalised by bradycardia. This sign 
might be present, too, in acute sinus disease. Among 
his cases of intracranial suppuration there had been 
one or two with extreme pulsus paradoxus ; in one 
tke pulse varied between 60 and 80 in inspiration 
and expiration. When nystagmus was _ noticed 
after operation the possibility must be remembered 
that it was really congenital; in which case there 
would be no vertigo. He thought that the chief 
point made by Dr. Borries concerned the distinction 
between brain abscess and meningitis. That was a 
problem which might arise at any moment, perhaps 
in the small hours of the morning when laboratory 
resources were not available. If the patient was in 
coma and there was no history, one had to rely 
largely on the clinical signs and the results of lumbar 
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puncture. When a cerebellar abscess was suspected 
he always did lumbar puncture with trepidation, 
postponing it until the patient was on the operating 
table. In differential diagnosis he laid stress on the 
chloride content of the fluid ; but he had seen several 
cases of meningitis in which, in early stages, the 
chloride had not been reduced. By the time a patient 
presented the text-book clinical picture of meningitis, 
the opportunity for successful intervention had 
probably gone by. 

Mr. E. D. D. Davis said that patients with cerebellar 
abscess had left hospital and later died suddenly 
no signs of abscess having appeared. With abscesses 
in the brain it was best to defer operation until the 
pus became localised and the signs were definite. 
He regarded lumbar puncture as very valuable, 
and had never known any harm arise from the 
diagnostic removal of small quantities of fluid. 
One of the early symptoms of meningitis was severe 
headache and slight mental change. 

Dr. Ritcute RopGER said that Macewen’s remark 
ably good results in intracranial suppuration had 
been attributed by others to his having operated on 
most of his cases at a late stage. 

Mr. SYDNEY Scort had never seen a case of brain 
abscess associated with the presence of the tetanus 
bacillus, but within recent years he had encountered 
four in which there was anaerobic infection, all of them 
fatal. He recalled a case in which a woman had 
a frontal sinus infection, with aphonia and symptoms 
which led to the suspicion that she had a frontal 
brain abscess. Sir Perey Sargent, however, preferred 
to have the frontal sinus operated upon externally 
first, and that was done, the dura mater not being 
touched. There were a number of postponements 
of the larger operation, and eventually the patient 
made a complete recovery without anything further 
being done. 

Dr. Borrtes, in reply, said that in studying the 
pulse-rate it was necessary to take a reading at least 
every hour, so as to detect periods of exceptional 
slowness. The serous stage of labyrinthitis was a 
very short one, perhaps not longer than half a day 
In purulent labyrinthitis a slow pulse was detectable 
only in the early stage. In doubtful cases he liked 
to take two or more specimens of the = spinal 
fluid and correlate the results with the clinical 
symptoms. 


Hearing Aids 


Mr. TERENCE CAWTHORNE read a paper on the 
prescribing of hearing aids. It was probable, he said, 
that in the past otologists had given less attention 
to this part of their work than to any other. A 
consequence of this neglect was that sufferers had 
often turned to the makers of advertised apparatus. 
The provision of an aid was advisable when the 
hearing defect was such that, despite treatment, 
normal methods of communication were either 
impossible or irksome. Correction of the defect 
presented many problems as yet unsolved, but the 
invention of the thermionic valve had so increased the 
amplification of sound that already there had been 
a great increase in the efficiency of hearing aids, and 
in the not distant future as good results might be 
expected from them as were obtained with glasses 
for defective sight. An essential preliminary was 
a reasonably exact method of estimating the auditory 
capacity of the person concerned, both for speech and 
for the audible range of pure tones. The method 
should lend itself to accurate reproduction, so that 
any improvement in the range of hearing could be 
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Dr. Gavan YOuNG (G enews ote that he woud 
deal only with headache due to chronic nasal disease. 
There were two reasons why the upper portion of 
the nose was chiefly responsible: it was narrower 
and contained narrow channels between the 
ethmoidal bones, and the sinuses opened into it. 
Engorgement of the mucous membrane of the middle 
turbinal might arise from infection or from allergy. 
High deviation of the septum might be a contri- 
butory cause through pressure on the middle turbinal 
of one side with hypertrophy of the opposite middle 
turbinal. A form of vacuum headache might be due 
to this cause. Submucous resection of the septum 
was the most suitable treatment. For antral or 
frontal sinus infection, the Caldwell-Luc operation 
and an external frontal operation were respectively 
the operations of choice. Allergy accounted for a 
number of cases, and often no structural deformity 
or infection could be made out, but congestion could 
sometimes be provoked by touching an area on the 
septum or middle turbinal. Polypi rarely caused 
headache, and that occurring in atrophic rhinitis 
might be due to the column of cold air constantly 
impinging on an inflamed surface. Headache asso- 
ciated with adenoidal hypertrophy was a clinical 
observation dating from Hippocrates, and was 
possibly due to the narrowed nasal passages. Sudden 
lancinating pain in the face of psychogenic origin 
had often occurred in his experience, occasionally 
with some slight nasal abnormality, but careful 
questioning served to separate the factors. 


Mr. Hersert Tit~tey (London) said that the 
swelling of the anterior end of the middle turbinal 
described by Dr. Borries was the first stage of 
ethmoidal infection. If the patient was seen a year 
later, the mucosa was found to be wrinkled with 
perhaps a little crusting, and, later still, it might 
show small polypoidal granulations or even frank 
polypi. He believed this condition to be due to a 
non-suppurative infection of the mucoperiosteum and 
bone. He showed sections which supported this 
theory, showing superficial infiltration with organisms 
of bone taken from the ethmoidal region of patients 
with headache. The occasional recurrence of head- 
aches after radical operations might be explicable 
by this theory of infection, and it also emphasised 
the value of a bacteriological examination of sinus 
washings. 


Miss Rosa Forp (London) discussed the two cases 
she had shown of headache and retrobulbar neuritis 
in which she had diagnosed sinusitis (previously 
unsuspected) on the restriction of the fields of vision. 
With conservative treatment to promote drainage 
in the nose she had obtained a permanent cure in 
both cases. 


Dr. F. A. Pickwortn (Birmingham) showed 
lantern slides of X rays of the sphenoidal sinuses 
after lipiodol injection taken before and after the 
occurrence of headache. Immediately after head- 
ache had occurred the mucosa of the sinus had 
swollen up, especially near the ostium, and the 
lipiodol was seen to be squeezed into a thin stream. 
This might also occur elsewhere, and the speaker 
considered that it was important to take X rays of 
this type before and immediately after the occurrence 
of headache. 


In reply, Dr. Borrtes said that he believed psycho- 
genic headache to be rare. It occurred chiefly in 
women, and there might be an endocrinological 
factor. He pointed out that occipital pain, which 
he held to be reflex in origin, could be present only 
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on one side ont not on the other, and that it aaa 
be relieved by pressure. 

Mr. CLEMINSON said that referred pain was gener- 
ally accompanied by tenderness, and, as a rule in 
these cases, the occipital region was not tender. 


SECTION OF OTOLOGY 
AT a meeting of this section on May Ist, with 
Mr. Harotp Kiscu, the president, in the chair, a 
paper on 


Diagnostic Problems in Otogenous 

Intracranial Complications 
was read by Dr. G. V. T. Borrres (Copenhagen). 
He began by speaking of a type of case in which 
either suddenly or after a spell of Cheyne-Stokes 
respiration the patient ceased to breathe, and became 
cyanotic and unconscious. In the absence of active 
treatment death quickly supervened. At autopsy 
the lobes of the cerebellum were found to be pressed 
down in the foramen magnum, the lateral ventricles 
were dilated, and the brain tissue was cedematous. 
It was curious that so many text-books of all countries 
omitted all mention of this complication of otogenic 
infection. In 1919 Dr. Borries treated a case of the 
kind in which respiratory paralysis came on suddenly. 
He at once started artificial respiration, and while 
his assistant kept this up he himself did a craniotomy 
on the right side, evacuating a large cerebral abscess. 
After that, the respiration was restored and con- 
tinued until next morning, when the patient died. 
The number of such cases published was 47; in 
many of them the diagnosis was not made before 
death, and in only 21 was there an attempt to open 
the abscess. The suffocation was often interpreted 
as due to a laryngeal spasm ; especially was this so 
when respiration ceased under narcosis, leading in 
7 cases to the performance of tracheotomy. Some- 
times it was attributed to the death agony, and 
hence no operation was undertaken. It should be 
recognised (1) that sudden cyanosis in an otogenous 
brain affection meant respiratory paralysis, most 
often due to a cerebellar abscess ; (2) that the treat- 
ment consisted in artificial respiration and evacuation 
of the abscess; and (3) that sudden death in bed 
in cases of otogenous cerebral lesions was mostly 
due to respiratory paralysis, which in turn was 
caused by cerebellar abscess. Bradycardia was a 
symptom which in this connexion scarcely received 
any mention in text-books. If a patient with otitis 
had slowness of pulse it was usually regarded as 
a sign of increased intracranial pressure. Careful 
investigation had shown him that a slow pulse was 
a very common symptom in the serous stage of acute 
labyrinthitis ; collecting the figures of four authorities 
it was found ‘that 32 of a total of 80 cases showed it. 
Bradycardia was encountered also in vascularised 
labyrinthine fistule, and in association with irido- 
cyclitis. In case of facial paralysis of uncertain 
origin tetanus was a possible cause ; it might originate 
from middle-ear suppuration without any known 
trauma. 

Turning to the differential diagnosis between 
brain abscess and meningitis, Dr. Borries said that 
in 1900 a case was reported in which a man with 
typical signs of diffuse otogenous leptomeningitis 
was found to have an uncomplicated abscess of the 
brain, with no meningitis. This showed that though 
there might be no visible meningitis, the meninges 
could nevertheless be inflamed. The question arose 
whether it was possible clinically to demonstrate 
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such an abscess. His contention was that the 
meningitis induced by a brain abscess was some- 
times not identical with the ordinary meningitis 
induced directly by mastoiditis, and could be 
differentiated clinically. Its special features were 
its strikingly benign course and its independence of 
other conditions. In some cases of cerebral abscess 
the successive specimens of cerebro-spinal fluid 
became ever clearer, although the abscess was not 
opened. The explanation seemed to be that the 
abscess attenuated the virulence of the organisms 
and toxins passing through it. A non-purulent 
inflammation of the brain tissue was not to be regarded 
as a special disease, but merely a preliminary stage 
of abscess formation. 

An important question was: When ought one to 
attribute mild encephalitic symptoms to a so-called 
serous or simple encephalitis, and when to a hemor- 
rhagic encephalitis? It was safe, he thought, to 
assume that in the severe cases the condition was 
usually hemorrhagic, but it was uncertain whether 
a simple non-hemorrhagic encephalitis might not 
also give rise to focal symptoms. Probably both 
simple and hemorrhagic en-ephalitis might produce 
them, but very pronounced focal symptoms were 
suggestive of hemorrhagic encephalitis. Often the 
symptoms were very slight and not very typical ; 
now and then cases were encountered with indefinite 
or vague cerebral symptoms and optic neuritis, 
the spinal fluid was normal, and the patient recovered. 
His view was that most of those patients had encepha- 
litis. In the more severe and pronounced cases it 
could generally be said that the symptems were the 
same as those of brain abscess. Only when the 
facts compelled the otologist to adopt a new point 
of view did he realise that the old nosological entities 
did not suffice, that there was a missing link which 
also must be taken into account in clinical work, 
and that that link was non-suppurative encephalitis. 
Recognition of that disease he regarded as very 
important, not only in diagnosis but also in treat- 
ment. For example, in a case with hemiplegia and 
aphasia, if the possibility of a nen-purulent encepha- 
litis was not taken into account as a cause of such 
symptoms, it might be thought that the patient’s 
only chance depended on the finding of an abscess, 
and this might lead to deeper and repeated punctures 
being carried out—perhaps with serious results. 
Its recognition would also modify the prognosis, for 
experience had shown that in even apparently hope- 
less cases of encephalitis, with hemiplegia and aphasia, 
complete recovery might take place. The time 
had come when otogenous non-purulent encephalitis 
must be established as a clinical entity. 

Mr. Ertc WAtTSsON-WILLIAMS (Bristol) spoke of a 
case of labyrinthitis under his care, the onset of 
which was signalised by bradycardia. This sign 
might be present, too, in acute sinus disease. Among 
his cases of intracranial suppuration there had been 
one or two with extreme pulsus paradoxus ; in one 
the pulse varied between 60 and 80 in inspiration 
and expiration. When nystagmus was noticed 
after operation the possibility must be remembered 
that it was really congenital; in which case there 
would be no vertigo. He thought that the chief 
point made by Dr. Borries concerned the distinction 
between brain abscess and meningitis. That was a 
problem which might arise at any moment, perhaps 
in the small hours of the morning when laboratory 
resources were not available. If the patient was in 
coma and there was no history, one had to re'y 
largely on the clinical signs and the results of lumbar 
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puncture. When a cerebellar abscess was suspected 
he always did lumbar puncture with trepidation, 
postponing it until the patient was on the operating 
table. In differential diagnosis he laid stress on the 
chloride content of the fluid ; but he had seen several 
cases of meningitis in which, in early the 
chloride had not been reduced. By the time a patient 
presented the text-book clinical picture of meningitis, 
the opportunity for had 
probably gone by. 

Mr. E. D. D. Davis said that patients with cerebellar 
abscess had left hospital and later died suddenly 
no signs of abscess having appeared. With abscesses 
in the brain it was best to defer operation until the 
pus became localised and the signs were definite. 


stages, 


successful intervention 


He regarded lumbar puncture as very valuable, 
and had never known any harm arise from the 
diagnostic removal of small quantities of fluid. 


One of the early symptoms of meningitis was severe 
headache and slight mental change. 

Dr. RitcHie RopGER said that Macewen’s remark- 
ably good results in intracranial suppuration had 
been attributed by others to his having operated on 
most of his cases at a late stage. 

Mr. SypNEY Scott had never seen a case of brain 
abscess associated with the presence of the tetanus 
bacillus, but within recent years he had encountered 
four in which there was anaerobic infection, all of them 
fatal. He recalled a case in which a woman had 
a frontal sinus infection, with aphonia and symptoms 
which led to the suspicion that she had a frontal 
brain abscess. Sir Percy Sargent, however, preferred 
to have the frontal sinus operated upon externally 
first, and that was done, the dura mater not 
touched. There were a number of postponements 
of the larger operation, and eventually the patient 
made a complete recovery without anything further 
being done. 


being 


Dr. Borrtes, in reply, said that in studying the 
pulse-rate it was necessary to take a reading at least 
every hour, so as to detect periods of exceptional 
slowness. The serous stage of labyrinthitis was a 
very short one, perhaps not longer than half a day. 
In purulent labyrinthitis a slow pulse was detectable 
only in the early stage. In doubtful cases he liked 
to take two or more specimens of the spinal 
fluid and correlate the results with the clinical 
symptoms. 


Hearing Aids 


Mr. TERENCE CAWTHORNE read a paper on the 
prescribing of hearing aids. It was probable, he said, 
that in the past otologists had given less attention 
to this part of their work than to any other. A 
consequence of this neglect was that sufferers had 
often turned to the makers of advertised apparatus. 
The provision of an aid was advisable when the 
hearing defect was such that, despite treatment, 
normal methods of communication were either 
impossible or irksome. Correction of the defect 
presented many problems as yet unsolved, but the 
invention of the thermionic valve had so increased the 
amplification of sound that already there had been 
a great increase in the efficiency of hearing aids, and 
in the not distant future as good results might be 
expected from them as were obtained with glasses 
for defective sight. An essential preliminary was 
a reasonably exact method of estimating the auditory 
capacity of the person concerned, both for speech and 
for the audible range of pure tones. The method 
should lend itself to accurate reproduction, so that 
any improvement in the range of hearing could be 
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measured. In addition to the routine tests with the 
voice, tuning-forks, or the audiometer, special speech 
articulation tests—consisting of single syllables 
chosen to accentuate certain vowels and consonants— 
were of great value in determining the efficiency of 
an aid. All patients with pure middle-ear deafness 
were able to derive benefit from using an aid. In 
cases where there was less than 50 per cent. of cochlear 
function, the degree of amplification required of an 
aid would be such that its intensity would approach 
the upper threshold of hearing, and the result would 
be confusion and perhaps discomfort. 

The hearing aids themselves could be classed as 
electrical and non-electrical. The latter included 
horns, auricles, and speaking-tubes, and their function 
was to collect and conduct sounds, and occasionally 
to act as resonators. Their amplifying power was 
limited, but their attractions included low cost, 
freedom from sound-distortion and from adventitious 
sounds, and the fact that no upkeep was necessary. 
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The electrical aids consisted essentially of a micro- 
phone, an amplifying circuit, and a receiver, the 
first being the most important. In the telephone 
type a carbon-granule microphone was used, with 
a small dry cell and amplifier, and though it was 
difficult to keep this type free from distortion and 
from adventitious noises, some patients were ready 
to overlook those disadvantages in view of its port- 
ability and relatively low cost. The employment 
of valves rendered faithful and noiseless amplification 
possible, and aids embodying them surpassed any- 
thing else so far achieved. At the moment their use 
was limited by their size, and by the initial cost 
(£12—£25) and cost of upkeep. For individual speech, 
a speaking-tube or trumpet was usually adequate ; 
for general conversation or for use in church or 
theatre a valve aid was by far the best. If the aid 
was to enable the patient to listen to one particular 
voice, the pitch of that voice must be specially 
catered for. 
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The Chemistry of Milk 


By W. L. Davies, Ph.D. Cantab., D.Se. Wales 
Research Chemist and Analyst, National Institute 
for Research in Dairying, Shinfield. London: 
Chapman and Hall. 1936. Pp. 522. 25s. 


DourinG the past fifteen or twenty years there has 
been a great output of published papers on the 
chemistry and physical chemistry of milk and of 
milk processing scattered in a variety of scientific 
journals, agricultural bulletins, trade magazines, 
and monographs. Of this work some is of funda- 
mental importance including that which has a bearing 
on human nutrition ; some is mainly of agricultural 
interest and much is of purely commercial signi- 
ficance. The author of the present volume, a well- 
known authority in the field of dairy research, has 
undertaken the arduous task of surveying this vast 
mass of publication, selecting the most significant 
contributions and bringing the whole within reason- 
able compass. It seems ungrateful to suggest that 
while he has done his work of compilation with 
commendable thoroughness, the process of inspissa- 
tion has been, in places, too drastic, and so much has 
been crowded into a paragraph or a section as to 
destroy clarity. 

The book is divided into five sections. In the 
first the composition of milk is dealt with, parti- 
cularly the range and causes of variations in chemical 
composition ; recent work on the constituents of 
milk is then summarised, and the third section is 
devoted to the physical properties and physical 
chemistry of milk; the chemistry and chemical 
technology of milk processing are next considered, 
whilst the last section provides a useful résumé of 
published work on the nutritional value of milk 
constituents and of milk as a whole. In each section 
Dr. Davies has, in effect, provided a well-documented 
review of modern work, with here and there a critical 
assessment of accepted opinion. There are 1400 
references, most of them of recent date. Accounts 
of hitherto unpublished work of the author and of 
his colleagues at Shinfield are supplied and reference 
is facilitated by the provision of two indexes, one of 
subjects and the other of authors. 

There are, as might be expected in a volume 
covering such a vast field, occasional omissions and 
errors. Thus the important work of Graham and 
his colleagues on the effect of thyroid feeding and 


thyroxine administration on the chemical quality 
of milk receives no mention, the limits of sensitivity 
of the phosphatase test for determination of the 
efficiency of pasteurisation are not given, and the 
statement is made that casein may be boiled for 
‘**a considerable length of time” with 0-1 N alkali 
without appreciable change. 

The present activity in the dairy world, with the 
growing regard for quality in milk and milk products, 
and the interest now being taken in the increased 
consumption of milk in this country make the issue 
of this book opportune, and it will be welcomed by 
all those interested in recent advances in knowledge 
of the chemistry of milk. 





The Medical Treatment of Gallbladder 
Disease 
By Martin E. Reurvuss, M.D., Clinical Professor 
of Medicine at Jefferson Medical College, Phil- 
adelphia ; and Guy M. Ne son, M.D., Instructor 
of Medicine at the College. London and Phil- 
adelphia: W. B. Saunders Co., Ltd. 1935. 
Pp. 465. 24s. 


In this book the authors have set out to give not 
only full details of medical treatment of gall-bladder 
disease, but also a review of the present state of 
opinion concerning the physiology of the gall-bladder, 
the metabolism of cholesterol, the genesis of gall- 
stones, the “infection problem,” and other subjects. 
This is an ambitious undertaking which has not been 
accomplished with complete success. Of the vast 
literature on the subject some 500 papers have been 
selected for inclusion in the bibliography at the end 
of the book. Unfortunately the authors have 
exercised little critical faculty in assessing the relative 
values of these papers; work which most of those 
in a position to judge regard as misleading is quoted 
with full approval; in one instance indeed a thesis 
is based solely on such evidence. We would hesitate 
to suggest that the omission in places of unpalatable 
truths which conflict with a theory favoured by the 
authors is deliberate; but it is certainly likely to 
mislead readers who are not themselves familiar with 
the arguments on both sides of controversial questions. 
Even the sections dealing with treatment, which 
reflect the outcome of many years of clinical 
experience, are marred by an attempt to supply a 
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scientific explanation of observed facts which is not 
always acceptable. The “low cholesterol diet,” 
for instance, may or may not be essential; it is 
certainly not essential for the reasons given in its 
support. In one place we are warned of the danger 
of using vegetables containing phytosterol, because 
of what Chauffard said ; in another—the bibliography 
—we find a reference to the author who proved that 
phytosterol is not absorbed from the intestines. 

Yet there can be no doubt that the practical 
experience reflected in this book, wisely interpreted, 
will be useful to many. Information on treatments 
which have been found by experience to benefit 
patients is always of value. The chief criticism 
of the methods given in this book is that they err 
on the side of over-stringency. This is not necessarily 
a disadvantage; by many patients very exacting 
instructions about diet, for instance, are welcomed, 
and most physicians would agree that patients would 
benefit from a régime such as is here laid down, and 
might even be saved from the need of an operation. 
One of the advantages of the book is the admirable 
detail with which instructions are given; it is by 
attention to such detail that good results are obtained. 
We are all apt to forget that what we have learnt 
after years of study is not by any means as evident 
to patients. Failure in therapeutics is sometimes 
the result of telling our patients too little about 
what they are to do, and too much about the pathology 
of their condition, which they like to think they 
understand but almost always misconstrue. In 
this book, however, the precision of the instructions 
to be passed on to patients does not seem to be 
matched by a clear conception of the terminology 
in use among medical men. To write about “‘ vitiated 
portal blood,” “ lithogenesis of the vesicular mucosa,” 
of something being of value “in all sluggish gall- 
bladder conditions,’ of ‘‘ delicate innate forces in the 
various tissues of the body” helps no one. These 
are not the phrases used by a scientific physician 
addressing his fellows. Some of the chapters are 
excellent, notably that on duodenal intubation, 
obviously written by one who has had practical 
experience, and that on jaundice in non-calculous 
cholecystitis by Dr. A. Cantarow. For English 
readers the interesting notes on cooking could with 
advantage have been a little more explicit. A 
technical term such as “ panning’? may be full of 
meaning to an American cook but means little to 
an English one. 





The Chemical Control of Conception 

By J. R. Baker, M.A., D.Phil., Lecturer in Cyto- 

logy in the University of Oxford. With a chapter 

by H. M. Carveton, M.A., D.Phil., Research 

Fellow of New College, and Lecturer in Histology, 

University of Oxford. London: Chapman and 

Hall. 1935. Pp. 173. 15s. 

Tus book gives the results of some eight years’ 
research upon the spermicidal powers of a number of 
pure chemical substances and of a smaller number 
of proprietary chemical contraceptives. At intervals 
during the last five years Dr. Baker has reported 
his findings in a series of papers, published in the 
Journal of Hygiene, on which we have had occasion 
to comment, while Dr. Carleton’s investigations 
of the pathological effects of various substances on 
the mucose of the genital tracts of female animals 
and his experiments on the Grafenberg ring have 
been described in the Journal of Obstetrics and 
Gynecology. This book, it should be noted, is not 
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written for the medical practitioner who wants a 
straightforward answer to the plain question: What 
spermicide should I advise my patients to use? 
It describes the successive stages of the most compre 
hensive programme of research yet planned with a 
view to elaborating a chemical spermicide which will 
prove harmless and yet reliable. This is a field of 
biological inquiry which has remained almost 
untouched since the publication in 1907 of the work 
of Gunther. Dr. Baker's investigations are not 
yet completed and have not yet revealed an article 
which fulfils all the requirements. Since the war 
a steadily increasing interest has been shown in all 
civilised countries in questions connected with the 
control of human fertility, and the technical problems 
of contraception will certainly be studied in all their 
aspects with growing keenness by a widening circle of 
investigators. All these will find in Dr. Baker's 
collected researches a valuable groundwork which 
they cannot afford to ignore. 


La rate en pathologie sanguine 

By Emme Hovcke, Médecin des H6pitaux de 

Lille. Paris: Masson et 1936. Pp. 154. 

Fr.45. 

Tuts small illustrated monograph, one of many 
of similar type published by Masson in recent years, 
deals with the pathology of the spleen, and parti- 
cularly of splenic enlargement, in the diseases which 
affect the blood-forming organs. The changes in 
the spleen are broadly considered under four main 
headings: (1) hemopoietic reactions, which include 
myeloid metaplasia in a variety of blood diseases, 
and the splenic lesion in the leukemias ; (2) spleno- 
megaly with proliferation of the reticulo-endothelial 
system, in which is included the changes in Hodgkin’s 
disease and the lipoid disturbances of the Gaucher- 
Pick-Niemann group; (3) reactions following hemo- 
lysis, including acholuric jaundice and Addisonian 
anemia; and (4) splenomegaly associated with 
fibrous and vascular reactions, including the so-called 
Banti’s disease, now more commonly known in this 
country as hepato-lienal fibrosis. The work here 
described is founded on observations made in the 
clinic of Prof. Curtis of Lille (who contributes a 
preface) during the past ten years, but no statistical 
records of the numbers treated and practically no 
clinical details are supplied. Much of the monograph 
deals with the work of others. There are not many 
references to foreign literature on the subject. A 
few German papers are noticed, but there is scarcely 
any mention of the more important accounts of the 
varieties of chronic splenomegaly by American, 
British, and Italian authors. The monograph is, 
however, useful in so far as it summarises the 
French outlook and provides a good bibliography 
of the French literature on the subject. 


Cie. 





Variations in Blood Pressure and Nephritis 


Diagnosis and Treatment. Third edition. By 
HERMAN O. MOSENTHAL, M.D., Professor of Medi- 
cine and Attending Physician, New York Post- 
Graduate Medical Schoo] and Hospital. London: 
Humphrey Milford, Oxford University Press. 1936. 
Pp. 616. 42s. 

TuIs is a disappointing book. It was apparently 
planned from the outset with the idea that study of 
functional pathology (or pathological physiology) is 
of equal importance to that of morphological patho- 
logy. With this conception before him Dr. Mosentha! 
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has avoided any emphasis of the anatomical changes 
in the kidneys in Bright’s disease and kindred condi- 
tions. But there is surely a difference between that 
wide conception of pathology for which Sir William 
Gull ably pleaded and the relegation to the dustbin 
of all the clearer cut distinctions between various 
types of nephritis which have emerged from the work 
of modern writers. Are we to revert to some vague 
general conception of all forms of hypertension, 
renal edema, renal failure, and nephritis under the 
heading ‘“ Bright’s Disease’? The bad example of 
the old hxmatologists who took the concept of 
Addison’s anzemia and by remixing it into the general 
welter of all the grave anzmias arrested the progress 
of knowledge for decades should not be forgotten. 
This book has indeed little value for either the student 
or the graduate. The paragraph on retinitis on 
page 168 seems altogether inadequate in a section 
dealing with the prognosis of essential hypertension, 
and the discussion on the subject on pages 244 and 
245 carries the matter but little farther. The sections 
dealing with oedema are no better. To anyone familiar 
with modern advances in knowledge about nephritis 
it must seem amazing that a book which gives a 
bibliography of 50 to 150 references at the conclusion 
of each chapter should make no mention of the work 
of Prof. Govaerts, to give only one example. The 
sixteenth chapter, which deals with uremia, whilst 
endeavouring in an initial section to distinguish 
between various type of uremia, fails to give any 
clear description of the various symptoms which 
can to-day be exactly ascribed to such different 
factors as cerebral anzemia, variations in the alkali 
reserve, calcium deficiency, and urea intoxication. 
We would, if we could, praise at least the production 
of this book ; but even in this respect it cannot pass 
muster. There are inexplicable and displeasing varia- 
tions of the type of paper used: the first 184 pages 
are grey, the next 350 yellow-white, whilst from 
page 553-568 we are suddenly faced by eight pages 
of blue paper. 





Mental Health 


By Frank E. Howarp, Ph.D., Professor of 
Education and Psychology ; and FREDERICK L. 
Parry, M.D., Psychiatrist, State Education Depart- 
ment, University of the State of New York. New 
York and London: Harper and Brothers. 1935. 
Pp. 551. 15s. 


MENTAL hygiene has suffered a good deal at the 
hands of friends who claimed too much for it. Such 
temperate presentations as this may help to restore 
confidence in its future. The book is based largely 
on the teaching at the Henry Phipps Psychiatric 
Clinic at Johns Hopkins Hospital. A _ preface 
acknowledging this debt to Prof. Meyer is now a 
feature of many psychiatric books written in the 
United States and brings a welcome assurance to the 
reader that he will not find wild speculations or 
dogmatic theories, but a well-organised workable 
approach to the problem of mental health. The 
adequacy of the general framework of this mono- 
graph compensates for an occasional vagueness in 
expression ; in a work not intended for psychiatrists, 
it is probably wiser to refrain from particularising 
difficulties and unsolved problems. The emphasis 
here is on education and on the ways of coping 
with deviations from normality. One of the 
authors is an authority on educational psychology 
and the other a psychiatrist, working principally 
with children. At the end of each chapter, questions 
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for discussion offer opportunity for the student to 
digest what he has read and to apply it to actual 
problems; there are also valuable lists of papers 
recommended for further reading. ‘Though some- 
what uncritical and rather verbose, the book is as a 
whole a sensible guide to mental hygiene. 


Practical Clinical Psychiatry 


Fourth edition. By Epwarp A. STRECKER, A.M., 
Sc.D., M.D., Professor of Psychiatry and Chairman 
of the Department of Psychiatry, School of 
Medicine, University of Pennsylvania ; and 
FRANKLIN G. EsauGu, A.B., M.D., Professor of 
Psychiatry, University of Colorado Medical School. 
Philadelphia: P. Blakiston’s Son and Co. 1935. 
Pp. 705. $5.00. 


THE new edition of this established text-book 
has been much enlarged and rewritten. Case 
records and commentaries on them still make up the 
bulk of the book, but more space is given to general 
statements of what is known about each of the 
reaction-types of psychiatry. A defect in earlier 
editions is made good by the inclusion of an excellent 
chapter on the psychopathologicai problems of 
childhood by Dr. Leo Kanner. The bibliography 
of each section is lengthy, and as regards American 
publications full. The psychobiological point of 
view is reiterated, so that any student who uses the 
book is certain to become familiar with the foundation 
upon which the American school of psychiatry is 
built. Though of little use as a work of reference, 
this continues to be an admirable introduction to 
psychiatry for those who have not yet had the 
opportunity of working with actual cases under skilled 
supervision. 





Manipulative Methods in the Treatment of 
Functional Diseases 


By Epwin L. Hopewett-Asu, M.D. Lond., B.S. 

Lond., Physician-Neurologist to the City of London 

Red Cross Hospital 1916-18. London: John 

Bale, Sons and Danielsson Ltd. 1935. Pp. 92. 

3s. 6d. 

Dr. Hopewell-Ash believes that he has used a 
manipulative method successfully in the treatment 
of many functional disorders including melancholia. 
He claims that there is no organ, no disease, no 
chemical imbalance which cannot be reached by 
manipulation or neuromedical treatment which is 
the application of our knowledge of the reflex effects, 
through the sympathetic nervous system and endo- 
erine glands, of stimulation of skin areas. Spinal 
surface manipulation in the manner of Abrams is 
held to set up reflex responses which ultimately 
have a tonic therapeutic effect. He does not make 
clear to the reader how these manipulations are to 
be carried out, and it still remains to be understood 
how his method of percussion and massage can 
produce sympathetic responses capable of per- 
manently breaking up those sympathetic endocrine 
patterns which have produced the cycle of neurotic 
symptoms. One might even go further and ask how 
the complicated submental patterns or complexes 
which lie at the root of neuroses can equally be 
resolved by this surface manipulation. Dr. Hopewell- 
Ash falls back upon the concept of neural energy, 
but an acceptable neuropsychological explanation of 
the cures he describes is still to seek. 
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EXPANDING PSYCHOTHERAPY 

Tue Institute of Medical Psychology, which 
moved only five years ago from its dignified house 
in Tavistock-square into more commodious premises 
in Malet-place, is now developing a large extension 
scheme. A site of 31,400 square feet has been 
acquired facing Store-street, within a_ stone’s 
throw of the London School of Hygiene and 
Tropical Medicine, and on this site it is hoped to 
build at once a new hostel of 21 beds to take the 
place of the small in-patients’ hostel in Endsleigh- 
street, the lease of which falls in next year. If 
all goes well, this will be the first instalment of 
a scheme for a large educational centre of psycho- 
logical medicine, to grow up within the shadow of 
the new central buildings of London University. 
The extension scheme, which has the blessing of 
King Edward’s Hospital Fund and the interest 
of the Rockefeller Foundation, will provide equip- 
ment for laboratory investigation and research, 
adequate lecture-rooms, facilities and space for 
occupational treatment, and the greatly increased 
number of consulting-rooms in which out-patient 
and psychotherapist may be brought together 
without the delay of a long waiting-list. Over 
25,000 hours of treatment were given last year ; 
there are nearly 500 patients, adults and children, 
now under treatment, and the Institute is open 
from 9 4.M. until 10.30 p.m. And yet it was only 
possible to open the waiting-list for six weeks in 
1935, and the evening waiting-list which had been 
closed for two years was opened only for three 
weeks. Both are now closed indefinitely. This 
is a plain statement of the facts behind a state of 
affairs which is tragic. 

The development of medical psychology in our 
time has been meteoric and, to paraphrase 
ScHOPENHAUER’S words, if there were no Tavistock 
Clinic it would be necessary to invent one. Over 
80 medical men and women are working at the 
Institute and a study of the list of names on 
pages 2 to 5 of the report suggests that it has 
included most of the well-known names of those 
who have devoted their lives to this aspect of 
medicine. There were not many trained psycho- 
logists in London when Dr. CricnTon-MILLER’s 
brave scheme first began to take shape, and they 
were of all grades—Freudian, Jungian, Adlerian, 
and what not. It was hardly to be expected, or 
ind-ed to be desired, that the organisation of the 
new faculty should follow closely that of the more 
corporeal form of medical practice. The hospital 
clinical system can be fairly compared to a 
herbaceous border, with all the plants of various 
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shapes and sizes firmly rooted in the soil of patho- 
logy, but the Institute more closely resembles the 
tropical house at Kew where luxuriant growth 
may be seen at unexpected places and where the 
brightest flowers spring from stock which has no 
apparent roots. Few psychologists are patho- 
logically minded, whether by temperament or 
education, and whatever development may take 
place there will never be lacking that need for 
experience in interpretation of pathological find- 
ings which is a conspicuous gift of the hospital 
clinicians of our own time. One of the greatest 
gains from the new spaciousness should be to give 
opportunity for work done on pathological lines, 
as much for the education of the psychologist as 
for the investigation of the patient. Indeed the 
development of the educational side is the most 
hopeful feature of the programme. It is hardly 
more than a year since the Institute achieved 
academic status in its recognition by London 
University for clinical work in the D.P.M. syllabus. 
The training course for doctors proposing to take 
up psychotherapy has now been extended from 
one to two years. And finally the research side 
of the work has been recognised by the Halley 
Stewart Trust and the Rockefeller Foundation, 
both of which have established fellowships at the 
Institute. 

In one other respect the fabric of the Institute 
differs fundamentally from that of most other 
medical bodics in this country. During the period 
of development the Institute was largely under the 
direction and guidance of an individual mind, and 
to that fact is due a degree of conscious planning 
which has delivered the goods although quite 
alien to any therapeutic system hitherto known. 
In Dr. Rees the founder of the clinic has had a 
worthy successor. Whether centrifugal direction 
can safely be maintained is a question which will 
have to be carefully weighed. The growth of a 
medical advisory board may indicate that it is 
likely to give place more and more to the collective 
responsibility in medical matters which is prevalent 
elsewhere. But the pioneer work already done by 
the Institute in its education of social workers, 
qualified nurses, general practitioners, and would- 
be psychologists is beyond all praise, and the 
extension of its usefulness in this direction can 
have no limit. 


THE LAW OF ABORTION 


PROFESSIONAL, even apart from public, interests 
require the clarification of the law concerning 
abortion. On this subject the recently issued 
report ' of the special committee appointed by the 
council of the British Medical Association deserves 
attention. Laws ought to be clear ; the law about 
abortion is obscure. It is not enough to say that 
in practice the registered medical practitioner is 
not exposed to prosecution for bona-fide treatment 
of his patients. Surgeon and physician do not 
know where they stand. Our judges, who could 
have given public and authoritative guidance, 
have added to the confusion. Many distinguished 
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members of the bench have maintained the tradi- 
tional legal position that illicit abortion is a grave 
offence against society as well as, in view of the 
furtive, unskilled, and insanitary methods of the 
usual criminal abortionist, a terrible menace to 
the life and health of the women concerned. Yet 
one much-respected judge, the late Sir Henry 
McCardie, seemed often ready to treat an indictment 
for unlawful abortion as a venial matter hardly 
distinguishable from birth control and to apply 
all his judicial authority to hamper the success 
of a_ prosecution. Along with this apparent 
licence to criminal abortionists, there has been an 
uncomfortable apprehension on the part of the 
registered practitioner because the law gives him 
no definite security in the termination of a 
pregnancy for sound and genuine therapeutic 
reasons. The profession is aware that bona-fide 
decisions in the general conduct of medical and 
surgical practice can lead to exaggerated claims 
for damages and that, in respect of abortion, 
criminal prosecution is at any rate a risk. If 
death follows an operation for the termination of 
pregnancy, a charge of murder is possible and an 
inquest may be the opportunity for unwelcome 
questions and suggestions. Such proceedings may 
be disastrous to a professional career even if the 
victim, as the phrase goes, leaves the court without 
a stain upon his character. The topic of abortion 
has important religious, economic, and eugenic 
implications. To the profession it is of immediate 
personal concern. 

The law is to be found in Sections 58 and 59 
of the Offences against the Person Act, 1861. 
There is no need now to go back into the ancient 
history of ecclesiastical offences. In 1828 Parlia- 
ment imposed the death penalty for: unlawfully 
and maliciously administering poison or any other 
noxious thing, or using an instrument or any other 
means, with intent to procure the miscarriage of 
a woman quick with child. If the woman was not 
quick with child, the punishment could be 14 years’ 
transportation and a public whipping. In the 
general revision of the criminal law in 1861 these 
provisions were replaced ; the unlawful administer- 
ing of poison or other noxious things, and the 
unlawful use of instruments or other means, with 
intent to procure abortion, is now punishable 
with three years’ penal servitude. Commenting 
on this enactment some years ago,” we suggested 
that, if the statute were nowadays re-enacted, 
one might expect that an express proviso would 
be inserted to exempt from criminal liability the 
fully qualified practitioner who terminated a 
pregnancy for the bona-fide purpose of preserving 
the mother from special danger to life or health. 
The suggestion was justified soon afterwards 
when the Infant Life (Preservation) Act of 1929, 
while punishing the wilful destruction of a child 
capable of being born alive, added a proviso: to 
exempt acts “done in good faith for the purpose 
only of preserving the life of the mother.” It 
is arguable that this exemption would give like 
protection against the penalties of the Act of 
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i861. The professional man is entitled to some 
closer definition of what is “unlawful” in that 
Act. If his honest efforts to save the life or health 
of the mother are (as they surely must be) lawful, 
those who frame and administer our laws should 
make the position plain. 

Of the moral and religious aspects of the matter 
there is here no need to speak. Exact statistics 
of the prevalence and danger of illicit interference 
with pregnancy may be lacking, but clinical 
experience in hospitals has its own knowledge of 
sepsis as a contributory cause of mortality. Public 
views may vary between that of Tsarist Russia 
where abortion was punished by solitary confine- 
ment and of the Soviet’s modern legislation which 
makes abortion free and permissible in public 
hospitals while forbidding it to unqualified practi- 
tioners. If there is to be any revolutionary change 
in the law of our own country, feminine opinion, 
never so well organised or so articulate as to-day, 
will no doubt be heard. The problem to which 
we draw attention is a limited one—how is the 
doctor to be given confidence that the termination 
of pregnancy on solid bona-fide grounds of thera- 
peutic urgency shall not expose him to the risk 
of prosecution ? Compulsory notification, though 
it might go far to abolish the grave public dangers 
of unskilled secret abortion, may be ruled out as 
impracticable. The confirmation of professional 
decisions by a second opinion is worth considera- 
tion. The recent report of the special committee 
suggests that a doctor contemplating therapeutic 
abortion might be obliged to obtain the sanction 
of a professional colleague of recognised status, 
on the analogy of “approved” practitioners 
under the Mental Treatment Act. This specific 
safeguard should, we think, be thoroughly 
examined. It would at least enable the doctor 
to concentrate upon his proper duty to his patient 
without distracting visions of judges and juries 
reviewing his decision at the assizes. 


HUMAN ENDURANCE 


As a rule human beings employ only a small 
part of the resources—physical certainly, less 
obviously mental—which they in fact possess and 
which can be mobilised for emergency. We live 
in a state of inhibition or control, a state which is 
usually identified by the evidence of its removal 
in so-called superhuman efforts, though exemplified 
in its extreme or pathological form by the hysteric 
or the victim of neurosis afflicted with abulia or 
a sense of chronic fatigue. 

In certain circumstances the limits of human 
endurance appear to be amenable to exact measure- 
ment or estimation. Thus, no athlete has as yet 
succeeded with certainty in running twelve miles 
within the hour, although a bare half-dozen figure 
in the records with performances a couple of 
hundred yards or so short of this distance. In a 
“go as you please’ contest over six days, 624 
miles have been covered. Unsuited as he is for 
an amphibian existence, man has swum for over 
27 hours in a successful crossing of the Channel. 
Two teams once contested a tug-of-war pull for 
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2 hours 41 minutes. Club-swinging continuously 
for over 130 hours has on more than one occasion 
been achieved, and 120 hours’ uninterrupted 
piano-playing appears to be the record for this 
peculiar attempt at distinction. But the attention 
is more closely riveted, interest more actively 
stimulated, by examples of endurance which are 
outside the sphere of direct measurement: the 
endurance of cold, of starvation, and of other 
forms of physical suffering, coupled with extreme 
anxiety, in shipwrecks, polar expeditions, sieges, 
and the like. The rescue recently of two of the 
three men entombed for ten days in a Nova Scotian 
gold-mine encourages a reference to other, now 
classical, adventures in an attempt to gain some 
impression of what men in extremity can endure, 
to what extent the spark of life can flicker, even- 
tually to kindle once more to a steady flame. 
Some thirty years ago, after a colliery explosion 
at Couriéres in France, rescuers after twenty days 
of excavation heard the voice of the first survivor, 
who had taken charge of thirteen others in the 
darkness and by his courage and example brought 
them to safety. Five days later, endurance of 
another kind was exemplified by the exhumation 
of another survivor who, isolated, had been able 
to sleep away most of his period of incarceration. 
Under excitement, again, the organism can per- 
form its physiological functions in a profoundly 
altered manner, when for weeks and months the 
drain upon the reserves becomes deeper and 
deeper. WILLIAM JAMES’ quotes part of a private 
letter from Colonel Barrp Smiru written shortly 
after six weeks’ siege of Delhi in 1857. The gallant 
officer, to whom the victorious issue was largely 
due, describes his condition of scurvy, of gangrene 
of a leg, and of incessant diarrhcea, with complete 
annihilation of appetite, when for the whole of 
the siege he lived on brandy and opium. Yet he 
observes that his sensation of suffering was almost 
negligible. The excitement of his work was so 
great that he had never found his intellect clearer 
nor his nerves stronger. Presumably, as JAMES 
puts it, Colonel Smrru, having to draw on altogether 
extraordinary stores of energy, found that brandy 
and opium were ways of throwing them into 
gear. With the cessation of the emergency, in 
a moment all desire for stimulation ceased and 
a loathing of his late staff of life took possession 
of him. 

The acme of endurance is probably reached at 
what is for convenience described as early middle 
age. The veteran in sport often succeeds by virtue 
of his experience when the superior speed of his 
more youthful opponent is associated with an 
impetuosity which leads to an earlier fatigue. 
“Too old at forty’ may be applicable to enter- 
prises in which carelessness is not a liability and 
speed is essential. But the advantage of the 
veteran is often attributable to his greater experi- 
ence ; not merely the acquisition of technique or 
of judgment in employing his physical resources 
to the best advantage, but a sort of individual 
cell education automatically acquired as the result 
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of continued training and automatically utilised. 
Scort’s pathetic ery will be recalled ; it was not 
the older men who failed first, he said—antici- 
pating a criticism that the success of his South 
Pole Expedition may have been jeopardised by 
an unwise selection of relatively old leaders. In 
comparing the sexes, tradition at any rate would 
assume male superiority yet the capacity of 
woman for prolonged endurance of moderate 
degree is demonstrated in several directions, and 
she excels man in her ability to maintain prolonged 
moral excitement as when she takes complete 
control and support of a poor household—nursing, 
cooking, cleaning, as well as providing the means 
for existence by undertaking outside work. It is 
open to speculation whether crises cannot almost 
instantaneously awaken processes similar to those 
reached by yoga-practice only after years of 
painstaking discipline and training. 


TRAVELLING RESEARCH FELLOWSHIPS 


THE the Rockefeller Foundation to 
abandon the financing of international fellowships in 
order to concentrate on a more restricted programme 
for the promotion of medical research was the subject 
of comment in the report of the Medical Research 
Council for 1934-35.! The Council, who since 1923 
had been entrusted with the responsibility of selecting 
the British Fellows, expressed regret at this change 
of policy and recalled the success achieved by the 
70 men and women who had completed their 
tenure of these travelling fellowships. An analysis 
made in 1933 of the positions occupied by them 
showed that 12 held university chairs, 36 whole- 
time appointments for higher teaching and research, 
and a further 16 held part-time appointments of this 
nature. It would have been most unfortunate if a 
scheme which had proved so fruitful had been allowed 
to lapse, especially as the Council now possess the 
experience, the administrative machinery, and the 
contacts with centres of recruitment which enables 
them to choose the most promising candidates. They 
have therefore been alert to devise a new scheme for 
the provision of fellowships of a corresponding grade 

i.e., with an annual value of approximately £400, 
besides a grant for travelling and other expenses, 
and it is now announced that at least eight travelling 
fellowships will be available for the academic year 
1936-37, for which applications must reach the Council 
by June Ist, 1936. At least three of these (two or 
more awarded by the Medical Research Council and 
one by the trustees of the late Lord Leverhulme) 
will be for the study of any branch of medical science, 
including clinical medicine and surgery ; four will be 
Dorothy Temple Cross Research Fellowships for the 
study of tuberculosis ; and others, the exact number 
being unspecified, will be awarded on the recom- 
mendation of the Council for the study of psychiatry 
and neurology, including neurosurgery. The advan- 
tage of providing many fellowships on identical terms, 
and on the basis of a single series of applications, is 
clear; but potential benefactors should note that 
the name of any body or person making or leaving a 
permanent endowment for this purpose, or offering 
an income at the rate of £500 a year for a specified 
period would be associated with a fellowship. It 
would be impossible to find a better way of helping 
to extend medical knowledge and coéperation. 


decision of 


1See THE LANCET, March 14th, 1936, p. 621. 
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THE ROYAL ACADEMY 


THE exhibition of the Royal Academy of Arts, 
which was opened to the public on Monday last, 
provides evidence of much contemporary talent. 
It is of an inclusive character, pictures on the walls 
representing many and varied directions of thought 
and fields of accomplishment. This opportunity 
for eclecticism is given by two things. First, large 
pictures are not being painted because houses are 
not being built to hold them, so that canvases 
measuring 150 ft. square are now rarely submitted, 
and mainly in response to commissions for the 
portrayal of national events. Of such we have four 
illustrations: Mr. Frank Salisbury’s “ Heart of the 
Empire,” a graphic record of the national jubilee 
thanksgiving service at St. Paul’s Cathedral; two 
pictures of the lying-in-state in Westminster Hall by 
respectively Mr. F. E. Beresford and Mr. F. W. 
Elwell; and a picture of King George’s funeral 
procession. In all of these the artists have been 
able to render the proper spirit of the occasions. 
Secondly, artists who by their position within the 
Academy can exhibit without question of a jury have 
latterly been unselfish in the exercise of the privilege. 
The present exhibition has lost the appearance of 
overcrowding which used to be depressing, while 
a wider prospect for new talent is offered. 

The direct interest of the medical profession in 
the exhibition is less marked than usual through the 
practical absence of medical portraits. What there 
are are worth noting. There is a drawing in chalk 
by Mrs. Catherine Dodgson of Sir Thomas Barlow, 
which is an excellent portrait, a characteristic 
expression of shrewd and courteous attention being 
well caught. A bust in bronze of Sir Almroth Wright 
by Mr. Donald Gilbert is an effective piece of work ; 
the presentation is rugged but the suggestion of a 
commencing smile in a severe face is expressed. 
Miss Isabella Reid shows a capable portrait of Prof. 
R. W. Reid. A portrait of Dr. M. K. Martyn by 
Mr. James Dawson is a particularly pleasing colour 
arrangement of browns, greens, and grey. There 
are two subject pictures having relation to the medical 
life and both are successful pieces of painting, though 
neither is much what would be expected from the 
title. Mr. Kynnersley Kirby’s “Village Doctor” 
sits at a desk which may bear medical records, but 
is chiefly adorned by a large blue jug and a glass. 
The doctor’s face is cheerful, and the flower in his 
buttonhole emphasises the gay impression, but to 
look at he is hardly a typical village doctor, and the 
microscope in the background somehow looks out 
of place. And if this picture is not what we should 
expect from the title, still more so is Miss Golden’s 
water-colour, entitled ‘“‘The Doctor’s House,” not 
typical of the subject. Few medical men, we think, 
can be so charmingly housed. Pathetic interest 
attaches to the water-colour drawing of Llanthony 
Abbey by Sir Wilmot Herringham, who died a week 
before the exhibition was opened. “‘ L’Infirmiére,” 
by the late Miss Beatrice How, which has been 
acquired by the Academy under the terms of 
the Chantrey bequest, is a charming little picture. 
In subdued colour and with simple drawing, this 
tender illustration of hospital nurse and infant is 
happily indicated. The protective attitude of the 
nurse and the curiosity of the child—the two 
prominent emotions that might be expected—are 
well rendered, without overstress or sentiment. 
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Turning to the architectural room we have testimony 
to the brave rebuilding that is now going on, evidenced 
by drawings of the new department of massage and 
medical electricity at the London Hospital, of the 
paying patients’ block at University College Hospital, 
of the new nurses’ home at St. Mary’s Hospital, and 
of the nurses’ home at the Masonic Hospital in 
Ravenscourt Park. 

A favourable verdict on the exhibition will be 
generally given. There may be nothing on the 
walls that arrests the eye by outstanding merit, or 
that challenges attention by loveliness, by eccentricity, 
or by appeal to detective ability. There is nothing 
that will be nicknamed ‘the picture of the year,” 
but the 168th exhibition of the Royal Academy 
obtains a special character from the competence 
and beauty of many of the English landscapes. 


BENIGN LESIONS OF THE BREAST 


Dr. Dupuy de Frenelle! is a firm advocate of exten- 
sive operation for benign tumours of the breast ; 
only by free excision does he consider that he has 
safeguarded the patient from the danger of cancer. 
His advice is to excise all chronic breast lesions, 
because they may be the starting-point of malignant 
change; to excise freely, because the histological 
appearance is so often much less benign than the 
clinical examination had suggested; and, finally, 
to remove with the affected part of the breast its 
lymphatic pedicle, because, on occasion, the axillary 
glands have been shown to contain metastases when 
no malignant change was found in the breast itself. 
He condemns the attitude that shelves immediate 
decision by “watching” the patient in the hope 
that subsequent development of the breast condition 
may give further guidance. It is evident that Dr. 
de Frenelle has no faith in clinical tests as a means 
of detecting early malignancy. Even if he had, it 
would not shake him in his belief in extensive opera- 
tion, for to him every benign lesion is a potential 
carcinoma. His advocacy of these methods before 
the Société des Chirurgiens has evidently called 
forth a good deal of criticism. The attitude of his 
critics is that the lesion is either benign, in which 
case operation is out of place, or that it is malignant, 
and then radical amputation is the proper course. 
In the main, of course, the discussion centres round 
the cases of so-called chronic mastitis. It is not the 
bilateral symmetrical affection of the breasts, involving 
most of their substance, and described by de Frenelle 
as being essentially a loss of suppleness, that he is 
considering, but the breast with a localised area 
which feels different from the rest of its substance. 
The sensation to palpation may be of firmness, of 
numerous little granules, or of surface irregularity. 
So long as the granules feel as if they can be separated 
and the firm area seems to spread out evenly under 
the hand, de Frenelle follows Delbet? in regarding 
the lesion as still innocent. But in the middle there 
may be a part in which the granules feel confluent, 
and there is felt an irregular lump which fails to 
flatten out under the hand. This area, Delbet says, 
is carcinomatous. Even the simple solitary cyst 
seems to receive the same rather drastic. treatment 
as the areas of simple mastitis. So long as the excision 
is drastic enough de Frenelle thinks that its exact 
nature can be left to the judgment of the individual 


* Technique Chirurg., April, 1936, p. 81. 
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surgeon. He is in favour of avoiding disfigurement 
as far as may be, and he believes that it is possible 
to remove the whole gland except the nipple by a 
single curved incision, and still leave the patient 
without an unsightly deformity. The axillary 
pedicle is removed in every case. It is perhaps a 
little difficult to be convinced about the case he 
quotes of metastases in the axilla with a perfectly 
innocent appearance in the breast itself. Nothing 
short of a complete slicing of the whole breast is 
satisfactory in these cases, and there is no account 
of such an examination. The reason that de Frenelle 
was so impressed by this particular case was that 
he had at first deferred operation because of the 
negative clinical findings. One of the most anxious 
decisions that a surgeon has to make is whether or 
not to operate on a patient who presents herself 
with an apparently innocent lump in the breast. 
De Frenelle has certainly simplified matters by his 
advice to operate every time. Judging by recent 
discussions he will find many to disagree with him. 


THE BASIS OF FOGGINESS 


THE Faraday Society met at Leeds on April 20th 
to discuss disperse systems in gases, that is to say, 
the minute liquid drops and solid particles distri- 
buted in the atmosphere and resulting in smoke, 
cloud, or fog. The colour of some of the buildings 
in that city made it an appropriate locus for the study 
of dispersed carbon, and in fact Leeds University 
chemical laboratory is well known throughout the 
world for the researches of Prof. R. W. Whytlaw- 
Gray, F.R.S., and his school on artificially produced 
smokes. The subject attracted authorities from all 
over Europe to join in a discussion which went on 
for three days. Prof. Hilding Kéhler of Upsala 
expounded his theories on the Aitken nucleus, the 
minute association of hygroscopic molecules a few 
millionths of a centimetre in radius, which serves 
as a growing point for each of the droplets consti- 
tuting cloud and fog, in supersaturated air becoming 
raindrops. In the pure air of the arctic circle, where 
he has worked, the nucleus is sea-salt. Our readers 
are mostly more concerned with the less pure air of 
inhabited regions. Mr. J. H. Coste, formerly chemist- 
in-chief to the London County Council, described 
the dispersoids which he and others have found in town 
and country air. In towns nitrous acid, ammonium 
salt, and free sulphuric acid may form nuclei, in 
addition to the sea-salt of pure air. Characteristic 
are the larger, but still very fine, solid dispersoids 
which can be concentrated by dust counters such as 
those of Owens or Whytlaw-Gray and Green, or 
estimated (in respect of their soot content) in the 
Owens filter; these include, besides soot, calcium 
sulphate and carbonate, fine silicious particles and 
probably other unidentified constituents. Coarser 
dispersoids are also met with, e.g., pollen, spores of 
fungi, moulds and ferns, bacteria, silicious matter- 
both actual sand and spheres of fusible silicates from 
industrial furnaces—with ash from domestic chimneys. 
In discussing this paper Sir Robert Robertson referred 
to researches in the Government laboratory on the 
combustion products from various heating appliances 
which included nitrous acid, the presence of which 
as Aikken nuclei had been demonstrated by Coste 
and Wright, whilst Dr. R. Meldau of Charlottenburg 
recalled Ehrenberg’s remarkable discovery in the 
air of Berlin, among many other unexpected sub- 
stances, of pollen from Australian plants.. Prof. J. 
Firket of Liége set out the circumstances which led 
to the disaster of December, 1930, in the Meuse 
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valley, when several hundred inhabitants were attacked 
with respiratory troubles, 63 of them ending fatally, 
whilst many head of cattle had to be slaughtered, 
as the result of an intense and irritant fog lasting some 
days. The Royal Commission, of which Firket was 
a member, attributed, on circumstantial evidence, 
the symptoms to an accumulation of sulphur dioxide 
and sulphuric acid produced by combustion of fuel 
in the many factories of the highly industrialised 
Meuse valley, a finding which Mr. Coste was inclined 
to agree with, in view of the high concentration of 
sulphur dioxide found in London air for short periods 
during the darkest period of the fog of Dec. 23rd, 
1935, when very deep stains were obtained in the 
Owens filter. He and Mr. G. B. Courtier had found 
sulphuric acid increased in London air duringfog. The 
industrial aspects of disperse systems in air and gases 
were introduced by Mr. R. Lessing, Ph.D., who referred 
to the gas-cleaning systems in use at Battersea and 
Swansea and in prospect at Fulham; Mr. Nonherbel 
described the I.C.I. plant for removal of smoke and 
oxides of sulphur from flue gases. A suggestive 
communication was that of Prof. D. Brunt on the 
local dissipation of fog for the sake of aviators wishing 
to land at an aerodrome in foggy weather, and who 
would be greatly helped if a small area could be 
rendered fogless for even a very short space of time. 
The discussion will be reported in full in the trans- 
actions of the Faraday Society to appear early in 
August. 


THE TRAFFIC IN DANGEROUS DRUGS 


AT a recent meeting of the Permanent Central 
Opium Board at Geneva Mr. Lyall, the British repre- 
sentative, was re-elected chairman and Mr. May, 
the American representative, vice-chairman. The 
latter was also appointed a member of the super- 
visory body set up under the Limitation of Manu- 
facture Convention of 1931. It is important that 
the three organisations established by the League 
of Nations to deal with different aspects, and from 
different points of view, with the traflic in narcotic 
drugs should be kept in close touch. These are the 
advisory committee on opium which dates from the 
early days of the League, the Permanent Central 
Opium Board under the Convention of 1925, and the 
supervisory body which determines the estimates of 
the several drugs required by various countries for 
medicinal purposes. The Board learnt with satisfac- 
tion that the Union of Soviet Socialist Republics 
had ratified the Opium Conventions, and urged those 
Governments which had not yet adhered to proceed 
to do so. The Peruvian government had announced 
its inability to control or supervise the production 
of coca leaves, but was proceeding to regulate the 
manufacture of crude cocaine. 

Certain discrepancies shown between import and 
export statistics of dangerous drugs engaged the 
attention of the Board, notably those of consign- 
ments of raw opium from Turkey to Japanese terri- 
tories. Explanations were also vouchsafed from the 
Swedish, French, and Bulgarian Governments con- 
cerning their manufacture of drugs in excess of the 
estimates furnished by them for 1934. While the 
Board feels itself in a position to report to the Council 
of the League that the amount of drugs now manu- 
factured from both opium and coca leaves for legi- 
timate consumption is lower than the estimates 
made in 1931, it nevertheless directs attention to 
the danger arising from the fact that more opium is 
grown in the world than can be legitimately con- 
sumed. Attention is called to the large number of 
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drug addicts in the United States and Canada, 
although the control of manufacture is very strict, 
and the conclusion is drawn that the present system 
of fighting the illicit traffic is ineffective, fostered 
as this traffic is by clandestine factories annually 
producing many tons of the drugs. A conference 
on its suppression will be held in Geneva on June 8th. 


BRITISH NEUROLOGISTS IN HOLLAND 


A most successful development of international 
relations in neurology took place last week-end, 
when a party of twenty representative neurologists, 
under the ad hoc presidency of Prof. Edwin Bramwell, 
visited Holland. A conjoined meeting was held 
there of the section of neurology of the Royal Society 
of Medicine and the Amsterdam Society of Neurology. 
The president of the latter, Dr. de Jong, and the 
secretary, Dr. Tammemons Bakker, arranged an 
instructive programme at Prof. Brouwer’s clinic 
within the Wilhelmina-Gasthuis. The Friday morning 
session was spent in a visit to the wards and labora- 
tories of the neurological department where selected 
sases were demonstrated. Short papers were read in 
the afternoon by members of the Dutch society, and 
in the evening the English visitors were entertained to 
dinner by private hospitality. Saturday morning 
yas devoted to a visit to the psychiatric clinic of 
Prof. K. H. Bouman and to demonstrations of 
experimental psychology (Dr. van der Waals) and of 
neurophysiology (Dr. de Jong); and visitors were 
privileged to see Dr. Oljenick, the Amsterdam neuro- 
surgeon, operating upon a case which had been shown 
the day previous by Prof. Brouwer. A dinner, 
followed by a reception, was held at the house of 
Prof. and Mrs. Brouwer in the evening. This valuable 
and informative combined meeting was concluded 
on the Sunday by a motor coach tour of the bulb- 
fields near Haarlem with a visit to a tulip farm. 


HEALTH IN PRISONS 


CoMPILED in relation to the year 1934, the recently 
issued annual report ! of the Commissioners of Prisons 
has interesting notes on the changes visible in the 
past 25 years. Cirrhosis of the liver is now less 
frequent, acute gout in the big toe-joint is seldom 
seen, delirium tremens is absent, and states of mind 
attributable to alcoholism (constant causes of admis- 
sion to the prison hospital in pre-war days) are com- 
paratively unusual to-day. Among young women 
chlorotic anzmia, formerly common, has almost 
disappeared, and, thanks to the fashion of wearing 
the hair short, verminous heads are few. Dr. W. 
Norwood East, the medical commissioner who marshals 
these facts, notes on the other hand an apparent 
increase in minor mental illness, and thinks this is 
not due merely to the more vigilant recognition of 
symptoms. Prisoners to-day, he believes, are of a 
higher standard of intelligence. Harsh punitive 
measures are no longer employed. Separate con- 
finement has been abolished. There is a weekly 
news reading, there are debates, lectures, concerts, 
and library books. Physical training has been 
introduced in place of the monotonous exercise of 
walking round in a ring. The close crop ceased in 
1922, and soon afterwards shaving in prisons became 
general, prisoners being allowed to shave themselves 
or be shaved, and in many cases to have their own 
safety razors and brushes. The broad arrow has dis- 
appeared from convicts’ clothing; prisoners who 
have escaped are no longer obliged to wear parti- 
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coloured clothes or carry leg chains. And yet, 
remarks the medical commissioner, prisoners in 
general are remarkably conservative in their outlook ; 
the old hands prefer the narrow and rigid discipline 
of former times. The older generation, he says, have 
fewer interests, fewer requirements, and less need 
for outer contacts, while the younger generation is 
less self-reliant, more indulgent in self-pity, and less 
comfortable under the restrictions of a penal insti- 
tution or in facing re-entry into civil life. The old 
heavy sentences are said to have induced insub- 
ordination and the assumption of bodily and mental 
disability. Malingering to-day is thought to be less 
common than formerly and, when it occurs, to be 
often the result of self-compassion. The general 
health in our prisons continues to be good. Five 
prisons are now equipped for the performance of 
major surgical operations. 

It is a pity that these annual reports of the prison 
commissioners cannot be more promptly issued. 
The year 1934 is now ancient history, and the sense 
of perspective is distorted by references to subse- 
quent events—such as the Money Payments (Justices’ 
Procedure) Act, 1935, which came into force this 
year. 


EXPERIMENTAL GLOMERULO-NEPHRITIS 


FAILURE to reproduce the histological picture 
in animals has been a baffling feature of research 
on Bright’s disease, and it is a failure that is surprising 
when we consider the strong evidence that infection 
sauses the disease in man—witness the renal sequelzx 
of tonsillitis and scarlet fever and the frequent 
association of diffuse glomerulo-nephritis with sub- 
acute progressive endocarditis. In these instances 
the streptococcus is more frequently isolated than 
other organisms. But the considerable interval 
that often elapses between the onset of the infection 
and the onset of the nephritis seems to show that the 
mechanism is not a perfectly simple one. The theory 
that the inflammation of the kidneys is an allergic 
manifestation has been advanced to explain the 
facts, and has gained support from work during the 
past three years in Fahr’s laboratories in Hamburg 
where Masugi and others have succeeded in producing 
a glomerulo-nephritis in rats by injecting into them 
serum from rabbits treated with a series of injections 
of a suspension of rat’s kidneys. The similarity of 
this nephritis to Bright’s disease in man encouraged 
Arnott, Kellar, and Matthew to repeat the experi- 
ments, and they now report ! that they have similarly 
produced a diffuse glomerulo-nephritis in rabbits 
by injections of serum from ducks subjected to 
injections of a suspension of rabbit’s kidneys. The 
resemblance, as far as the glomeruli are concerned, 
was more impressive in the animals which lived longer 
than a fortnight than in those dying within a few 
days. The former showed an increase of endothelial 
nuclei in the tufts, adhesions of the tuft to the wall 
of Bowman’s capsule, and epithelial crescents ; 
these are the diagnostic histological features of 
Bright’s disease in man. It is also of interest that, 
in the one example in which blood-pressure readings 
were obtained by the carotid loop method, a sustained 
rise of about 30 mm. was recorded. A control series 
of rabbits injected with normal unimmunised duck 
serum showed no nephritis. 

This experimental nephritis, which seems attributable 
to an intense antigen-antibody reaction in the rabbit, 
suggests that Bright’s disease in man is likewise 


1 Arnott, W. M., Kellar, R. J 
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the result of an intense antigen-antibody reaction 
in a patient with streptococcal infection. The 
implications of this preliminary report are so important 
that those interested in the pathology of Bright's 
disease will doubtless hope for an opportunity of 
examining the authors’ preparations. 


RECORDS, MERRY AND TRAGICAL 

DvuKE THESEUS pronounced the story, a dramatic 
version of which he was afterwards to witness by 
the famous Bottom troupe, as “ merry and tragical ”’ 
and records of medieval medicine produce just 
these emotions. While we are filled with admiration 
for the learning and industry of the authors, their 
ingenuity in finding reasons for preposterous thera- 
peutics cannot fail to amuse, while it is tragic to 
observe how many lives could have been saved if 
credulity had not so often got ahead of reason. 
The writings of Johannes de Mirfeld, translations 
from which have just appeared made by Sir Percival 
Horton-Smith Hartley and Mr. Aldridge,’ are indeed 
merry and tragical, and fill a gap in the knowledge of 
most of us. There is in Norman Moore’s * History 
of St. Bartholomew's Hospital” considerable refer- 
ence to Mirfeld, showing him to have been a deeply 
learned man, but the story as presented was imper- 
fect—only a sketch was intended—and it is well 
that we should have fuller information of the life 
and works of an important scholar. His two books 
are entitled the “ Breviarium Bartholomei”’ and the 
‘*Florarium Bartholomei,”’ and each proves that 
their author had read the works of Gaddesden, 
Galen, Rhazes, and Avicenna, while he knew the 
precepts of the school of Salernum, where Jewish 
and Arabian wisdom was blended with classic 
precept. His biography, as set out by the authors, 
is very detailed, the result of elaborate research for 
which they deserve warm credit. The various charters, 
rolls, and diocesan and parochial records which have 
been consulted by them must have been difficult to 
decipher, and when deciphered equally difficult to 
comprehend exactly, for in many places the sequence 
had been sadly disturbed in the course of six centuries 
by the loss of connecting documents. Exactly what 
standing as doctor or priest Mirfeld had in connexion 
with St. Bartholomew’s is not easy to define. He 
was a clerk of the Priory of St. Bartholomew’s, and 
although the priory and the hospital were distinct 
institutions he was evidently in close touch with 
the medical side, as proved by literary work and by 
the fact that after ordination as priest he derived his 


subsistence not from the priory but from the hospital. 


What comes out, however, from authentic history 
and from internal evidence is that he was a devout 
and learned man who had the fine resolve to compile 
all the medical knowledge of the world up to his 
date, and to perform the task for the sake of humanity 
and to the Glory of God—sentiments which he 
frequently reiterated and whose sincerity his manu- 
scripts prove. 

The Breviarium represents the medical learning of 
the fourteenth century. The work exists in several 
versions a8 a manuscript, and if printed in full would 
cover some 2000 pages of an octavo volume. From 
this great store the authors have selected for trans- 
lation the chapter on the signs of fatal illness and 


‘Johannes de Mirfeld, of St. Bartholomew’s, Smithfield 
His Life and Works. By Sir Percival Horton-Smith Hartley, 
c.V.0., M.A., M.D., F.R.C.P., Consulting Physician to 
St. Bartholomew’s Hospital and to the Brompton Hospital ; 
and Harold Richard Aldridge, M.A., Assistant Keeper in the 
Department of Manuscripts in the British Museum. London: 
Cambridge University Press. 1936. Pp. 191. 15s. 
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the chapter on, phthisis. Their choice was decided 
because the “De Signis Malis” is the most general 
essay inthe immense treatise and deals with an aspect 
common to many diseases—namely, death. The 
chapter *‘ De Ptisi > was chosen because the authors 
were personally interested in all relating to the 
disease which, it is suggested, may have contributed 
to the cause of the death of the Black Prince, Mir 
feld’s contemporary. Both chapters give us a fine 
opportunity of comparing the standard of scientific 
knowledge reached in the Middle Ages with that 
enjoyed since the discovery by Harvey of the circu 
lation of the blood; indeed long after Harvey had 
supplied a physiological basis for medicine, practi 
tioners clung to the tenets observed through over 2000 
years. Mirfeld made no pretence to originality, and 
the Breviarium is largely compiled from the works 
of classical and Arabian medicine. He displays little 
or no systematic medical knowledge, theorises 
seldom, and is mainly interested in the extraordinary 
remedies which he puts forward on various authority. 
The Florarium is a theological work which survives 
only in imperfect manuseripts, and but one of its 
175 chapters deals with physicians and medical 
treatment. Here Mirfeld is not complimentary to 
the profession, but, as the authors point out, the 
chapter indicates such general advice for the main 
tenance of health as would be given by a physician 
living at the end of the fourteenth century, while it 
illustrates the theories on which medical treatment 
at St. Bartholomew's hospital would have been 
based up to Mirfeld’s day and for some time subse- 
quently. In the Florarium as throughout the Brevi 
arium we have examples of the wild superstitions 
which led to the employment of complicated remedies 
for application or digestion in all sorts of conditions, 
from the obviously fatal to the obviously trivial 
We forget the misery that attended such thera 
peutics in our amused wonder that real learning, of 
which there was often much, should be blended with 
such comic credulity. The authors are to be thanked 
for a very acceptable book. 


RECOVERY.AFTER CHILDBIRTH 

WRITING in the Times of April 27th Dr. Gordo: 
Ward draws attention to the frequent mention in 
the new Midwives’ Bill of ten days as the period that 
should normally elapse between childbirth and the 
last visit of the nurse. He goes on to suggest that 
sanction of the ten-days standard by the Minister 
of Health will mean that thousands of mothers 
tired, undernourished, and suffering from repeated 
labours—will be led to believe that the eleventh 
day should find them sufficiently recovered in health 
to return to their full duties as mother of a family. 
This protest was repeatedly endorsed in the 
second-reading debate on the Bill (see p. 1090). The 
assumption that the midwife’s duties are discharged 
ten days after a normal confinement has for many 
years been regarded by the medical profession as 
thoroughly unsound. The responsibility for it rests 
it seems on the Central Midwives Board, for ten 
days has always been given in their rules as the 
statutory nursing period in a so-called normal case. 
It is natural enough that an administrative body 
such as the Ministry of Health should follow this 
lead, on the presumption that the Central Midwives 
Board would not have made such a ruling without 
careful consideration. But the result is that an 
obviously dangerous principle finds expression in the 
new Bill. As Dr. Gordon Ward says, the one safe 
standard is the medical standard: the midwife 
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should remain in attendance, and the mother should 
remain in bed, until she has fully regained her 
strength—regardless of normality in pulse, tempera- 
ture, or involution. The time required for recovery 
will necessarily vary with circumstances, responsi- 
bilities, stamina, and general health, and we agree 
with Dr. Ward that before discharging herself from 
her case, the midwife should report to a doctor 
who must assume further responsibility. The intro- 
duction of any time-factor into obstetrics, whether for 
pregnancy or labour, can only be deplorable. 


MEDICAL INSURANCE AGENCY 


THE annual general meeting of the M.I.A. was 
held on Wednesday of last week when Sir Humphry 
Rolleston from the chair was able to report continued 
progress. The agency was established in the interests 
of medical practitioners to ensure that they received 
expert advice and assistance in obtaining contracts 
suited to their own particular needs, and the rebates 
accruing have resulted since the start of the Agency 
in the direct saving to members of the medical 
profession of over £70,000, while through the same 
period over £40,000 have now been distributed to 
recognised medical charities. 

The charitable grants approved on April 29th 
were as follows :-— 


& w« €. 
Royal Medical Benevolent Fund— 
Under deed of agreement . . oe -- 1260 0 0 
For general purposes we ee wa Se 6 © 
Special centenary appeal oe -- 250 0 0 
Ladies Guild of the R.M.B.F. ‘ 620 0 0 
Royal Medical Foundation of Epsom College— 
For general benevolent purposes .. 315 0 0 
Sherman Bigg Fund—to be used as neces- 
sary os ‘a a CS 6 6 
Grant for special case a os 105 13 3 
Girls Education Subcommittee i «> 2-0. @ 
Sir Charles Hastings Fund .. ad -- 40 0 0 
Royal Home for Incurables, Putney . . nil 52 10 0 
£3803 3 3 


Proposals for insurance to the number of 387 were 
received during the year, totalling a sum of over 
£500,000 ; of these 334, totallmg sums assured of 
£446,947, were completed. During the year 215 

policies were negotiated, approximating to £470,000 
of maximum “Family Protection” cover, which 
to date brings the sum so completed to over three 
million pounds, represented by some 1500 policies. 
Considerable progress may be noted in the interim 
report respecting motor-car insurance, and difficult 
of settlement as many of these cases have been there 
is evidence of much gratitude from the supporters 
of the Agency for equitable arrangements. Certain 
loans have been made for the purchase of medical 
practices through the medium of the Caledonian 
Insurance Company, The Clerical Medical and General 
Life Assurance Society, and the Century Insurance 
Company, and it is noted that there is a growing 
tendency for the purchase price of practices to be 
enhanced, a feature which is particularly conspicuous 
in the London area. In the balance sheet the audited 
accounts show increases in the premium income. 
The whole story is one of progress. 


WE regret to record the death of Dr. Th. E. Hess 
Thaysen of Copenhagen, a physician well known in 
this country for his original observations on metabolic 
diseases. He was the first to record, in 1926, the 
low sugar-tolerance curve of idiopathic steatorrhea, 
and his monograph on “ Gee’s Sygdom, the Coeliac 
Affection,” published in 1931, was a valuable work 
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‘whan hes had peleeastins 3 reperc ussions, though his 
term “non-tropical sprue,’ for celiac disease in 
adults, is not generally accepted. Among his writings 
many of our readers will most readily recall the 
paper on “ proctalgia fugax” contributed to our 
columns last August. Subsequent correspondence 
showed that this condition had often been observed 
by others, but it had been left to Thaysen, with his 
clinical insight, to paint the picture and give it a 
name. The charm of his writing reflected his 
personality, and many of his English colleagues had 
reason to think kindly of him. 


On Monday, May llth, at 8.30 p.m., Sir James 
Walton will deliver the annual oration of the Medical 
Society of London. He will speak on carcinoma of 
the stomach, and the address will be followed by a 
conversazione. 


On Tuesday, May 19th, at 4.15 p.m., at St. Mary’s 
Hospitals, Manchester, Dr. Walter Schiller, patho- 
logist to the University Frauenklinik in Vienna, will 
give the Lloyd Roberts lecture on cancer of the 
uterus. On Wednesday and Friday, May 20th and 
22nd, at 4 p.m., he will deliver the Ingleby lectures 
at the University of Birmingham, when he wil] speak 
on granulosa-cell and Brenner tumours of the ovary 
and on ‘‘ mesonephroma ovarii.” 


Sir Herbert Austin has given £250,000 for the 
extension and further endowment of the Cavendish 
Laboratory of the University of Cambridge. Lord 
Rutherford has announced that the first use made 
of the money will be to build a laboratory for the 
utilisation of very high voltages in order to carry 
out experiments on the transmutation of matter by 
high-speed particles and by radiation. This is the 
greatest single benefaction the university has ever 
received, and it is intended as a tribute to the work 
of J. J. Thomson, Rutherford, and their associates. 


THE sixth International Congress of Physical 
Medicine opens on Tuesday next at the Hotel Great 
Central, London, under the presidency of Sir Robert 
Stanton Woods. The proceedings, which will include 
meetings at the Royal Society of Medicine and the 
British Institute of Radiology, will be grouped under 
the headings of kinesitherapy, physical education, 
hydrotherapy and climatotherapy, electrotherapy, 
actinotherapy, radiology, and the teaching and 
organisation of physical medicine in schools and 
universities. Visits will be paid to hospitals and 
clinics, and there will be tours in the neighbourhood 
of London and to spas. Further particulars may be 
had from the hon. secretary, Dr. Albert Eidinow, 
4, Upper Wimpole-street, W.1. 


WE regret to learn the death of Mr. David M, 
Greig, Conservator of the Museum of the Royal 
College of Surgeons of Edinburgh, which occurred 
at Edinburgh on May 4th. 


Mr. A. J. Melly, F.R.C.S. Edin., who initiated, 
organised, and led the British Red Cross ambulance 
unit in Abyssinia, was wounded in the right lung 
by a revolver shot on the morning of May 3rd, when 
he stopped his car to pick up a wounded Ethiopian. 
As we go to press we learn that he died on May 5th 
at the British Legation at Addis Ababas 


ALBERT Dock HospitTat, Lonpon.—A_ further 
£30,000 is needed to complete the £75,000 required to 
rebuild this hospital which will then include one of the 
best equipped fracture clinics in the United Kingdom. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


XCIX.—PROGNOSIS IN ARTHRITIS 
(Concluded from p. 1025) 
Osteo -arthritis 


THE classification adopted by the British Medical 
Association committee divided osteo-arthritis into 
primary and secondary forms. 

Primary osteo-arthritis, of which Heberden’s nodes 
furnish a typical example, is due to degenerative 
changes arising from excessive wear and tear such as 
may characterise certain occupations; probably 
deficient blood-supply, the result of arterio-sclerosis, 
favours such changes; it is insidious in onset and 
before treatment is sought the joint cartilage may be 
almost destroyed and extensive osteophyte formation 
may have taken place. This is very liable to occur 
in the hip-joint and though the damage cannot be 
undone careful treatment will prevent the joint from 
becoming fixed in a bad position. The pain and 
difficulty of walking leads the patient to sit for long 
periods and the joint may become fixed in a flexed 
position ; this may be overlooked in its early stages, 
since it is remarkable how far the hyperextension of 
the lumbar spine can compensate for flexion of the 
hip-joint. Radiographic examination is desirable 
and both hip-joints should be included for the addi- 
tional strain thrown on the apparently sound side 
may soon set up arthritis there also. A well-fitting 
calliper splint is most useful in facilitating exercise, 
relieving the strain in the sound joint, and often also 
relieving pain which may otherwise be so severe in 
the damaged joint as to render walking impossible. 
A point of much importance in the early recognition 
of this disease, and thus in improving prognosis by 
proper treatment, is that at first the pain may be 
referred often to the knee-joint as in tuberculous 
disease of the hip in children; it may also be 
referred to the adductor region or to the area of 
distribution of the sciatic nerve. Much time may 
be lost in futile treatment of a painful knee showing 
no objective signs except perhaps a little crepitus 
when a radiographic examination of the hip would 
reveal the true cause of the symptoms. A radiogram 
may, however, reveal the presence of small osteo- 
phytes which are not of importance in themselves, 
being compensatory to ligamentous strain. They are 
often seen at the margins of the knee-joint and 
especially at the upper edge of the patella; but in 
the absence of evidence of any serious damage to the 
cartilage they are not of any serious moment from 
the point of view of prognosis. In the hip, however, 
similar appearances are of importance owing to the 
anatomical characters of that joint. 

Secondary osteo-arthritis, the sequel of gout or of 
rheumatoid arthritis which has been successfully 
treated or has burnt itself out, must be recognised 
as a process of repair, but may call for splinting or 
other support to control or prevent deformity and 
thus improve the prognosis and help to make a more 
active existence possible. 


PROGNOSIS AS REGARDS MOBILITY 


The range of mobility retained by patients with 
osteo-arthritis will depend on how early treatment is 
begun. If this has been neglected, restriction of 
range of movement may result in consequence of con- 
traction of the capsule from peri-articular fibrositis, 
or from the presence of osteophytes in such a position 


as to interfere with normal movement. 


Bony anky 
losis does not 


The same principles both of 
prevention and treatment will apply as in rheumatoid 
arthritis, but the hip-joint is the one which most 
frequently gives rise to difficulty and restriction of 
movement. The use of a calliper walking splint 
hinged at the knee will often relieve pain and if 
fitted so as to secure a slight degree of extension it 
will lessen the wear and tear on the articular cartilage 
and permit of some degree of repair. If there is 
already some restriction of play in the joint, which 
is most Common in the direction of flexion or adduc 
tion, movement under an anesthetic should be 
attempted and followed by fitting of a calliper walking 
splint. In my opinion open operation is rarely justified 
and only for the relief of severe pain or malposition 
which cannot otherwise be overcome. Excision of 
the head of the femur will leave a weak and often 
useless limb, while a fixed joint, the result of 
arthrodesis, is a prospect which most patients will 
prefer to avoid even at the cost of pain. 


occur, 


SPONDYLITIS 

In this condition it is of the utmost importance 
to distinguish the two principal forms. 

Ankylosing spondylitis, which has much in common 
with rheumatoid arthritis, may speedily, if not 
recognised, give rise to severe and irreparable 
crippling ; this is the form called “ spondylose rhizo- 
melique’’ by the older writers. It is a disease of 
young adults, insidious in onset, often with pains in 
the limbs for months before it becomes obvious that 
the vertebral column is the real seat of the mischief, 
and by this time the sacro-iliac joints and the joints 
between the articular processes of the lumbar 
vertebra are often seriously damaged or even 
ankylosed. In most cases the lumbar spine is first 
affected, but in a few it begins in the cervical region. 
Rest and treatment on the lines already indicated 
will make all the difference to the prognosis both as 
regards the progress of the disease and the nature 
and development of deformity. It is of great 
importance to carry out systematic respiratory 
exercises as the costovertebral joints are affected 
early and if care is not taken the thorax quickly 
becomes a rigid cage. Care must also be taken to 
prevent or, it may be, to correct any tendency to 
bad position in the vertebral column in which some 
degree of ankylosis is practically unavoidable. The 
hip-joints are usually attacked very early in the 
course of the disease and may soon be immobilised ; 
the shoulders are affected much later. 

The tendency to remission is more marked in 
ankylosing spondylitis than in other forms of arthritis, 
which is a fortunate thing, since there is no specific 
method of treatment known at present, and we can 
only depend on rest and building up resistance to 
the invasion, whether it be a streptococcus or a 
virus or any other cause. If care has been taken to 
secure a good posture the activity of the patient 
when the stage of remission is reached is often remark- 
able, and a degree of movement in the joints is 
regained which the X ray appearances would lead 
one to regard as impossible. Care in treatment on 
the lines already indicated, especially in securing 
an ample intake of calcium-containing food together 
with adequate vitamin D, may prevent any recru- 
descence of symptoms and cure may thus result. 
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It must be remembered that the latent period may 
last for years and then the symptoms reappear and 
extend till the spinal column is a rigid bar, the ribs 
immovable, and often the shoulders and knees anky- 
losed. Other joints may be affected, especially the 
mandibular, so that it becomes impossible to separate 
the jaws. Even in most advanced cases with com- 
plete rigidity of the spine, often in so distorted a 
shape that the unfortunate patient can neither stand, 
sit, nor lie in any degree of comfort, compression of 
the spinal cord or of the spinal nerve-roots is rare. 

The second form of spondylitis is osteo-arthritis 
of the vertebral column. It is common in men who 
have led an active laborious life ; in fact, it is rarely 
that some evidence of the condition is not to be 
seen in radiograms of working men or women who 
are getting on in years. It is of importance to remem- 
ber this, for such appearances, which may cause 
alarm, are of no serious import. They were recog- 
nised by Sir Samuel Wilks who gave the name “ the 
labourer’s spine” to the condition. It is charac- 
terised by increased stiffness, never going on to anky- 
losis, though adjacent osteophytes may unite to 
form bridges between the vertebra. Pain is not a 
prominent symptom unless, as sometimes occurs, 
the nerve-roots are pressed upon by osteophytes in 
the spinal canal or at the point of emergence from 
the foramina. The prognosis is, therefore, favour- 
able ; life is not threatened and activity not seriously 
limited, but the working man may be obliged to 
give up his work because of chronic, though not 
severe, pain in the back made worse by stooping or 
lifting. The contrast with ankylosing spondylitis 
in prognosis is so great that it is of the utmost import- 
ance not to confuse the conditions. 


SPECIAL 


MEDICINE AND THE LAW 


Delinquency as an Ailment 


At the South-Western police-court last month 
the metropolitan magistrate remanded an accused 
man for a month in order to obtain a report about 
him from the Institute for the Scientific Treatment of 
Delinquency. The magistrate was Mr. Claud Mullins, 
whose zeal as a reformer of legal procedure has been 
shown both in his court and in his writings. He is 
by no means the first member of his body to have 
recourse to the psychologist; the late William 
Clarke Hall incurred the ridicule of old-fashioned 
legal critics for the psychiatric ‘* circus” which was 
said to attend his court. The step now taken by 
Mr. Mullins, however, probably indicates that the 
bench is now prepared to take advantage of modern 
psychotherapy. The accused man, aged 34, was 
charged with a serious offence of indecency towards 
a child. His medical history, as stated to the court 
by the defending advocate, included sleepy sickness 
in 1919, cerebral meningitis and double pneumonia 
in 1922, and a severe scalp wound in 1927; he was 
said to have been unconscious for months in 
Martinique when suffering from some obscure form 
of disease. The police witnesses, who regarded 
him merely as a pest to the public, outlined his 
previous convictions and remarked that he seemed 
always to get into trouble in the month of April. 
Mr. Mullins pointed out that the man had at first 
pleaded “ not guilty ” and had thereby given consider- 


MEDICINE AND THE LAW 
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Spa Treatment 

Spa treatment is of much assistance in the later 
stages of rheumatoid and in osteo-arthritis. Specialised 
methods of applying heat by peat or mud packs 
combined with hot douching give great relief, while 
the manipulations which are a feature of the deep 
pool bath often increase the range of ~ movement 
surprisingly. Many patients of the poorest classes, 
for whom the spa hospitals exist, find a course of 
treatment once or twice a year serves to keep them 
going in reasonable comfort. In the more acute 
forms of rheumatoid arthritis the patient is better 
at home unless the conditions are such that a hospital 
or clinic at a spa or elsewhere is to be preferred. 
Among those preferably treated away from home are 
women who cannot otherwise obtain the rest and 
freedom from household cares which is essential. 
The orthodox cure of limited duration with residence 
in a hotel or lodgings will be of little service in these 
cases. It is a question of nursing-home or hospital. 

The full value of spa treatment will only be 
obtained if in principle it is continued after the 
patient has returned home ; and he should be instructed 
how to carry out simple forms of treatment along 
definite prescribed lines. A relative can often be 
taught to massage the limbs (with a warning not to 
rub the joints except in the gentlest manner), to help 
in carrying out resisted movements and exercises 
for re-educating muscles, and to use simple forms of 
heat treatment. Ample information as to suitable 
spas will be found in the handbook issued by the 
British Health Resorts Association. 


C. W. BuckLey, M.D., F.R.C.P., 


Hon. Physician, Devonshire Royal Hospital, Buxton, 
and to the Buxton Clinic for Rheumatic Diseases. 


able trouble in eliciting the facts; afterwards he 
pleaded “ guilty.”” The maximum sentence was six 
months’ imprisonment, but this would leave the man 
at large next April to be again a danger to the public. 
It was not possible to treat him as “ guilty but 
insane”; the magistrate therefore thought it the 
best course to send the case for investigation to the 
institute already mentioned. Needless to say, the 
magistrate has no power to order a man to be thus 
dealt with ; the man goes to the institute of his own 
free will. Alteration of the law, to enable peisons 
on remand to be compelled to attend a clinic for 
examination, has been felt desirable by prison visiting 
justices and others. Our penal institutions are not 
adequately equipped to accommodate patients for 
this purpose. 

Psychological examination before sentence is more 
novel than the psychological treatment in penal 
establishments which was recommended by the 
Persistent Offenders Committee some years ago. 
The recently issued report of the Commissioners of 
Prisons for the year 1934, referred to specifically 
on another page, contains a cautious statement by 
Dr. W. Norwood East on the progress made. This 
committee considered that a certain amount of 
persistent crime was due to abnormal mental factors, 
that the usual punitive and reformative methods in 
cases outside the scope of the Lunacy and Mental 
Deficiency Acts often failed, and that there was 
reason to think that in selected cases delinquents 
might be amenable to psychological treatment. 
Dr. W. H. de B. Hubert was accordingly appointed 
to Wormwood Scrubs Prison as psychotherapist. 
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Dr. East observes that, as expected, some prisoners 
apply for this treatment out of curiosity, others in the 
hope of preferential conditions while in custody, 
while others again are genuinely anxious to be relieved 
from their disability. He adds a warning that a 
few law-breakers are believed to be exploiting the 
medical psychologist, attending psychotherapeutic 
clinics, and equipping themselves in advance with 
evidence to show that, being under treatment, they 
are irresponsible or, at any rate, fit subjects for 
leniency. “* It cannot be urged too strongly,’’ Dr. East 
concludes, ‘that dishonest intentions on the part 
of accused persons should be exposed, and unqualified 
practitioners denied the opportunity of bringing 
into disrepute a method of treatment which may 
prove to be of value.”” When this fraudulent element 
is eliminated, the community must be patient with 
the new methods. Quick results must not be over- 
confidently claimed ; care is needed to follow up the 
released prisoner and to test success over a long 
period. Ordinary psychological investigation has 
sufficed to restore normal mentality in many cases of 
attempted suicide. In other groups of offences 
prolonged and intensive treatment can secure readjust- 
ment. There remains a class of offenders who do not 
respond at all. The difficulty is to identify the 
curable, to prove the genuineness of the desire to be 
rid of the pathological state which is linked with the 
anti-social conduct, and to establish the successes 
while taking note of the failures. The legal and 
judicial attitude towards offenders, and indeed the 
attitude of the public as a whole, will not be moved by 
mere enthusiastic insistence that all crime is a disease. 
It can be demonstrated that some crime at any rate 
is attributable to neurosis. Progress will be easier 
when results are at length visible. Dr. East in his 
recent report says he has no doubt that the professions 
of law and medicine are drawing nearer in regard to 
questions of crime and insanity. 


Criticisms of a Surrey Remand Home 


The Surrey Comet publishes some disquieting 
criticisms of a remand home administered by the 
county council. The complainant is the father of a 
boy, aged 13, who was remanded in a case where 
eight lads had been charged with damage to an 
occupied house. The home, he a gloomy 
villa with heavily barred windows. It accommodates 
ten boys in one fair-sized living-room divided by a 
partition. Their ages range from 9 to 17 years, and 
they are locked up in these rooms from 7.30 A.M. to 
8.30 P.M. every day. The only outdoor exercise 
allowed is about 30 minutes in the morning and 
evening in a small yard 10 feet square surrounded 


says, is 


by a corrugated iron wall with barbed wire and 
spikes. There are two bedrooms, six beds in one 
and four in the other. The toilet arrangements 


consist of one bath: all ten boys wash in the same 
water; there are no hand bowls or other utensils. 
The superintendent, while anxious tu do the best 
he can, has another post as caretaker of an elementary 
school. 

‘*“Remand homes” have taken the place of the 
** places of detention ” provided under Section 108 of 
the Children Act (now repealed). County councils 
and county boroughs must provide them, but need 
not provide additional ones so long as the old places 
of detention remain suitable for use and are sufficient 
for the needs of the area. The recent criticisms will 
no doubt be carefully investigated. Temporary 
residence under the alleged conditions might well be 
an unsettling experience for the young. 
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UNITED STATES OF AMERICA 


(FROM AN OCCASIONAL CORRESPONDENT) 


SYPHILIS 


UNDER the leadership of Surgeon-General Cumming 
a very liberal policy has been pursued by the U.S. 
Public Health Service in its relations with the several 
State health administrations. Advice and help have 
been freely granted on request. No attempts at 
regimentation have been made. When the State 
and territorial health officers gathered at Washington 
on April 13th the new surgeon-general, Dr. Thomas 
Parran, Jun., made it quite clear that this policy 
will be continued. If, said he, one State finds pellagra 
its chief problem and wishes to spend three-quarters 
of its funds fighting pellagra that is perfectly all 
right with the federal service. Dr. Parran’s own 
conviction that syphilis is a major, perhaps the major, 
public health problem in this country may have been 
deduced from the distinguished galaxy of clinicians 
and epidemiologists who read papers on syphilis on 
the first day of the conference. Dr. Earle Moore, 
syphilologist in the Johns Hopkins medicat school, 
emphasised the amount of syphilis that exists in 
people who are unaware that they may be infected. 
One man in five, one woman in three acquires the 
disease without knowing it. Thirteen years ago he 
showed that 5000 syphilitics passed through Johns 
Hopkins annually unrecognised. Only in the last 
six months has his hospital adopted a routine Wasser- 
mann test for all patients. If this procedure were 
adopted by all hospitals in the country 700,000 new 
cases of syphilis could be discovered annually. If 
in addition the test were also applied in out-patient 
departments another million new would be 
discovered. Dr. Moore urged the establishment of 
free clinics whose presence, far from interfering with 
private practice, is found, he said, to increase the 
demand for treatment from the private practitioner. 

Dr. Dudley Smith described epidemiological studies 
made in connexion with the syphilis clinic of the 
University of Virginia. Questioning of 207 
had resulted in knowledge of 511 sexual 
Elimination of duplicates among these sexual partners 
reduced the number to 421. Of these 171 were per- 
suaded to attend the clinic. The remainder were 
advised to consult a physician, with what success is 
not known. Seventy-four per cent. of the contacts 
who came to the clinic for examination were found 
to be infected. From these figures Dr. Smith caleu- 
lates that each new case of syphilis gives rise to 1-5 
new infections which clearly represents an increasing 
infection-rate. Lantern slides were shown demon- 
strating how from epidemiological study of the 
sexual contacts of a single case a small epidemic of 
syphilis could frequently be uncovered. The physician 
who makes the inquiry regarding contacts has at 
the same time a valuable opportunity to emphasise 
the importance of early and adequate treatment. 

Dr. Stokes of Philadelphia spoke both eloquently 
and wittily of the educational methods available for 
arousing the interest of the profession and of the 
public in this subject. Doctors must not resent 
the acquisition by lay groups of special knowledge 
in this field. On the other hand, no progress can be 
made without the whole-hearted codédperation of 
physicians. The most effective education is learning by 
doing. Visual memory is more common than auditory 
memory, and printed propaganda, news stories, and 
feature are more effective than lectures. 
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Medical student in the University of Pennsylvania 
are not taught to be experts in dark-field examina- 
tion or in serology. They are taught to take the 
specimens for such examinations and to expect that 
public health agencies will supply the necessary 
experts. 

THE SERVICE AND NEW LEGISLATION 

Two official dinners were given at the Congress. 
The first was a farewell dinner to Dr. Hugh Cumming 
to whom a certificate of life membership in the con- 
ference was presented by the dean of State health 
officers, Dr. Harper of Wisconsin. At this dinner 
Dr. Parran divulged a secret which had been known 
to himself only for a short time—namely, that he 
was a blood relation of Dr. Cumming through their 
maternal ancestry. On the second night a dinner 
was given by Miss Roche, assistant Secretary of 
the Treasury, at which brief speeches were made by 
Mr. Frank Bane, administrator of the Social Security 
Act, and by the new surgeon-general on the signi- 
ficance of the new Act. Dr. Parran pointed out 
very effectively that whereas other features of the 
Act spent larger quantities of money, and the money 
was well spent in alleviating the distress of old age, 
crippling, and unemployment, yet the relatively 
small amount of money devoted in the Act to public 
health is the only money that is spent in striking 
directly at the root of social insecurity and distress. 

The two following days, April 15th and 16th, were 
spent in conference with the officials of the Children’s 
Bureau, Department of Labor, in working out plans 
for the expenditure of federal subsidy for maternal 
and child care under the Security Act. 

President Roosevelt received the delegates in his 
office in the White House at noon on April 14th. 
He spoke to them briefly but with his extraordinary 
personal charm and with a remarkably keen under- 
standing of their essential problems. It is easy to 
believe, what his intimates tell us, that the Presi- 
dent’s most vital interest is the preservation of the 
nation’s resources: vital and natural. 





IRELAND 


(FROM OUR OWN CORRESPONDENT) 


THE PUBLIC HEALTH ESTIMATES 


THE debate on the estimates of the Department 
of Local Government and Public Health was held 
recently in the Dail, and the Minister was able to 
record advances in several lines of public health 
activity. There is now a whole-time medical officer 
of health in every county area, and systems of medical 
inspection of school-children have been widely 
established. Some 80 per cent. of the school-children 
come into the ambit of the schemes, although only 
one-fourth of these children were actually inspected 
during the year. The infant mortality has shown 
a decrease in both urban and rural areas. The death- 
rate among illegitimate infants is still abnormally 
high, being three and a half times that of legitimate 
infants. The Minister takes a special interest in 
housing and he was able to report much work in 
housing during the year. He stated that the 
question of more active work against tuberculosis 
was under consideration. In the debate which arose 
on the Minister’s estimates, attention was mainly 
focused on the recent circular issued by his Depart- 
ment, in which local authorities were advised that the 
normal retiring age for their officers should be 65 
and in some cases 60. Acting on this advice and 





believing it to be meniaters, many local authorities 
have called on officers over 65 to retire. In reply 
to criticism in the debate the Minister repeated his 
assurance that the circular was advisory and not 
mandatory, and said further that, in his opinion, 
the local authorities would be acting illegally if they 
insisted on a general retirement at the age of 65. 
He also agreed that the case of medical officers required 
special consideration. The position created by this 
circular is peculiar and embarrassing. The wording 
of the circular, rather than its form, appeared to give 
it a mandatory character. Though the Minister has 
now declared that this was not his intention it does 
not appear that he has so far officially drawn the 
attention of the local authorities to the fact. It is 
admitted that there is a case to be argued as to the 
advisability of establishing a retiring age for the 
officers of local authorities, but if such a step is to be 
taken the whole system of salaries and pensions must 
be reconsidered, and the rights of existing officers 
must be safeguarded. The present position of the 
Department appears illogical. 


THE DUBLIN HOSPITAL PROBLEM 


The Hospitals Commission in its recent report 
recommended as its solution of the hospital problem 
in Dublin the enlargement of some and the amalgama- 
tion of others of the existing voluntary hospitals into 
four large general hospitals which would remain 
as voluntary hospitals. This solution was recom- 
mended by the Commission in opposition to a 
suggestion that had been made in favour of a large 
hospital under municipal control. It is understood 
that strong influences are at work in favour of the 
latter proposal, and, therefore, the discussion held 
by the Royal Academy of Medicine of Ireland on 
May Ist on the Dublin hospital problem was timely. 
A remarkably strong case for the development of the 
voluntary hospitals and in favour of the Commission’s 
recommendation was made by several speakers— 
among others, Prof. Henry Moore, of University 
College, Profs. T. G. Moorhead and R. J. Rowlette, 
both of Trinity College, Mr. W. Doolin, and Dr. J. A. 
Harbison, medical officer of health for County Dublin 
—and a resolution was unanimously carried to that 
effect. The final decision rests with the Minister for 
Local Government and Public Health. 





INSTITUTE OF MEDICAL PSYCHOLOGY 


AT the annual meeting of the Institute held on 
Monday in the Wharncliffe Rooms, London, the 
report for the year 1935 was presented by the medical 
director, Dr. J. R. REES, who welcomed the new 
members of the medical advisory board; their 
support, he said, would add further to the prestige 
of the Institute in the medical world. He described 
an attempt to clear off a long waiting-list by the 
appointment of four part-time medical officers to 
treat additional patients. In general hospitals a 
large proportion of routine clinical work is carried 
out by newly qualified doctors who give their services 
in return for the experience they gain, but this 
practice, he said, cannot be followed in psychotherapy 
which demands both maturity of outlook and 
specialist training upon a basis of general medical 
experience. Hence even the junior members of the 
Institute’s staff are doctors of some seniority. The 
future efficiency of the Institute lay, he felt sure, in 
the adequate endowment of a sufficient number of 
part-time paid appointments to be held by psycho- 
therapists of standing and experience with leisure 
to devote time to teaching and research. During 


the year a gratifying number of requests had been 
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received from other hospitals and clinics for names 
of psychotherapists trained at the Institute. 

The report also contains an account by the newly 
appointed director of studies, Dr. J. A. HADFIELD, 


- of the educational work done at the Institute. The 


five weeks’ course for general practitioners has been 
attended by 39 doctors, 14 of whom enrolled for the 
year’s training course designed for those proposing 
to take up the practice of psychotherapy. The full 
training course has now been extended to cover two 
years of study. The educational activities of the 
Institute are self-supporting. The salient feature of 
the report is the announcement of the acquisition of 
a new site for a central hospital and educational 
centre for psychological medicine, some further 
notice of which is given on another page. 

Sir HENRY BRACKENBURY presided both at the 
meeting and at the luncheon which followed it, when 
he asked leave to emphasise one essential point. 
The Institute, he said, provides collective means for 
the use of psychotherapy and covers large lumps 
of ideas and methods. ‘The staff does not confess 
to any particular school of thought. Prof. Wm. 
McDougall is a vice-president of the Institute ; 

Alfred Adler was present both last year and this 
at their gathering; Prof. C. G. Jung had delivered 
a course of lectures during the year; and to-day with 
permission of his hearers he would send a telegram to 
Sigmund Freud, on the occasion of his 80th birth- 
day, expressing their admiration of his pioneer work. 

Sir Kin@stEyY Woop, Minister of Health, who 
then spoke, welcomed the opportunity of giving 
some account of the health services of this country 
asa whole. It was not so long, he said, since people 
regarded mental patients not as sick but as criminal. 
Now every year the activities of local authorities 
were getting more interesting as facilities became 
available for early treatment as a result of the 
momentum of the Mental Treatment Act, now five 
years in force. Last year 30 per cent. of admissions 
to mental hospitals were, he said, without certificate 
and he saw the beginning being made to secure pre- 
ventive treatment. Behind there still lay a large 
borderland in which the Institute was playing its 
part. Dr. Halliday’s significant figures from Scot- 
land, analysing the 35 per thousand unfit for work, 
showed that in 30 per cent. of them incapacity was 
due to some form of mental illness. The larger 
premises into which the Institute was proposing to 
expand were a measure of its means and of its 
optimism. Two aspects of the situation, he thought, 
demanded special notice: (1) the opportunity offered 
by the Institute to general practitioners to see the 
early stages of nervous and mental illness successfully 
treated ; (2) the opportunity for medical officers of 
mental hospitals to take refresher courses and so 
to mitigate the isolation of these hospitals. This 
was in line with the fundamental principle underlying 
the Medical Treatment Act. 

Lord HOLLENDEN, speaking as treasurer of the 
Institute, sketched the enlargement of its work 
from the foundation of a clinic in 1920, in a private 
house in Tavistock-square, for the treatment of those 
disorders of mind not classed as insanity or mental 
deficiency. In 1931 the Institute moved into an 
adapted warehouse in Malet-place, and later became 
recognised by King Edward VII. Hospital Fund. 
Starting with 240 patients there were last year 1200, 
and 500 cases were dealt with a week by 70 doctors. 
The consultations could not be hurried, for sensitive 
patients required interviewing in separate rooms 
with the same doctor in attendance throughout. 
The continued increase in the work of the Institute 
was due, he felt sure, to the realisation of practi- 
tioners that the early treatment of the mental troubles 
that baffled them was carried out there with success. 
But finance was urgent ; each interview cost 8s. 33d., 
of which the patient’s payment covered only a third. 
He must have the sympathetic understanding on 
the rt of the whole business community whose 
problems the Institute was helping to solve. A 
quarter of their children came from L.C.C. sources, 
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but the L.C.C. gave them no grant. On the new 
site would be provided first of all a hostel for those 
who lived too far away to come up regularly for 
treatment. The site had cost over £68,000, raised 
partly on mortgage, partly on bank loan guaranteed 
by nine members of the council of the Institute. 
The hostel would cost £13,000, and the council would 
not start building until hali of this money was in 
the bank, 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Comdr, (retd.) T. Cock to rank of Surg. Capt. 
(retd.). 

Surg. Lt.-Comdr. J. V. Williams to be Surg. Comdr. 

Surg. Comdr. R. A. Brown to President for three months 
course. 

Surg. Lt.-Comdrs. M. J. Brosnan to Pembroke for 
R.M. Infirmary, Chatham ; and D. C. Drake to Maine. 

Surg. Comdrs. (D) E. G. Adams to Victory for R.N. 
Hospital, Haslar; J. T. Wood to Pembroke for R.N. 
Hospital, Chatham ; and A. D. McHaffie to Resource, add] 

Surg. Lt. A. H. O’Malley transferred to Emergy, List. 

Surg. Lts. C. J. Mullen to Pegasus ; and J. W. Oliver to 
Queen Elizabeth. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Lts. C. A. Mather to Victory for R.N.B.; and 
H. R. Vickers to Drake for R.N.B. 


ROYAL ARMY MEDICAL CORPS 

Lt.-Col. 8. 8. Dykes retires on ret. pay. 

Lt.-Col. R. Gale, D.S.O., h.p. list (late R.A.M.C.), 
retires on ret. pay on account of ill-health. 

Maj. H. B. F. Dixon, M.C., to be Lt.-Col. 

Capt. H. N. Walker, h.p. list, is restd. to the estabt. 

Short Service Commissions: Lt. (on prob.) J. A. Dorran 
resigns his commission. 

Candidates granted short service commissions as lieu- 
tenants on probation in the R.A.M.C.: J. Shields, St. 
Bartholomew's; C. W. Maisey, St. Thomas’ ms Os we 
Moore, St. Bartholomew’s ; A. T. Marrable, St. Thomas’s ; 
R. J. G. Morrison, St. Bartholomew’s ; W. T. M. Moar, 
London Hospital; H. R. Simon, Trinity Coll., Dublin ; 
J. A. Hamilton, Trinity Coll., Dublin; C. E. Watson, 
St. Thomas’s; J. A. G. Carmichael, Guy’s; W.G Bate- 
son, Queen’s Univ., Belfast; S. E. Osborne, Guy’s ; 
E, 8. Cooke, R. C. of P. and 8., Ireland; A. C. Byles, 
St. Mary’s; i. J. Crowe, R. C. of P. and S., Ireland ; 
V. Bennett, Univ. Coll., Cork; J. W. Orr, Queen’s Univ., 
Belfast ; C. McGrath, Univ. Coll., Cork ; T. M. W. D’Arcy, 
Univ. Coll., Dublin; G. N. Barker, St. Thomas's; C. J. O. 
Kelly, R. C. of P. and 8., Ireland; R. A. Toledo, Univ 
of Malta; N. C. Lendon, St. Mary’s and Camb. Univ. ; 
M. F. Kelleher, Univ. Coll., Cork; K. H. Harper, St. 
Bartholomew’s; F. J. Hebb, Dalhousie Univ.; J. A. 
MacDougall, Univ. of Manitoba; J. C. A. Marchand, 
Univ. of Montreal; K. H. Foster, Univ. of Western 
Ontario; R. A. Hoey, St. Thomas’s; J. M. Lynch, 
Univ. of Montreal; and P. Coleman, Univ. Coll., Cork. 

ARMY DENTAL CORPS 

Maj. W. W. Pittuck, ret. pay, relinquishes his appt. 
under Art, 520(b), Royal Warrant for Pay and Promotion, 
1931. 

TERRITORIAL ARMY 

Capts. G. W. Wigg and E. R. C. Walker to be Majs, 

Lt. R. H. B. McCrae to be Capt. 

C. H. G. Price (late Offr. Cadet, Bristol Univ. Contgt., 
Sen. Div., O.T.C.) to be Lt. 

Supernumerary for Service with O.T.C.: Lt. W. 8. 
Harvey (empld. Edinburgh Univ. Contgt. (Med. unit), 
Sen. Div., O.T.C.) to be Capt. 


ROYAL AIR FORCE 
Flying Offr. P. A. Cooper to Aircraft Park, Lahore, 
India. 
INDIAN MEDICAL SERVICE 
Capts. G. Dockery and J. Quigley to be Majs. 
Lt. 8. C. Misra relinquishes his temp. commn, 
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CORRESPONDENCE 





FREUD’S EIGHTIETH BIRTHDAY 
To the Editor of THe LANCET 

Sir,—In the leading article on Freud’s eightieth 
birthday in your issue of May 2nd you say : 

** Freud’s teachings involved a fundamental change of 
outlook, for they concern the unconscious motives of 
behaviour, the recognition of which runs counter to our 
philosophy and our pride, and to this rather than his 
insistence upon the importance of sex must be attributed 
the opposition encountered. This opposition, and the 
isolation that was forced upon him for years, undoubtedly 
influenced Freud’s attitude to the scientific world.” 

And again : 

** Useful criticism has, indeed, been lacking, for know- 
edge of the observations upon which the theory is based 
can only be obtained by making these observations 
oneself, and most criticism has consisted of a denial of 
the observations. Hence psycho-analytical doctrine has 
grown up without that healthy criticism which is both a 
stimulus and a check to scientific theory.” 


This is not so. Psychologists and psychiatrists 
found that Freud’s writings contained nothing but 
assertions without even an attempt of proof, and a 
neglect, nay a defiance, of scientific method. Freud’s 
writings were, therefore, simply ignored in Germany, 
totgeschwiegen, as Freud calls it. To substantiate 
these statements of mine is beyond the compass of 
a letter, but I have done so elsewhere. (‘* A Critical 
Examination of Psycho-analysis,’ London, 1923) 
and they have never been disproved. All that I 
have been told is that I have no right to criticise 
psycho-analysis as long as I have not been psycho- 
analysed myself, and this is probably what you mean 
by saying “knowledge of the observations upon 
which the theory is based can only be obtained by 
making these observations oneself.” Now this is 
equivalent to saying, if you wish to study the effect 
of alcohol on a person, it is useless to’ observe a 
drunken man, but you can only do so when and 
whilst you are drunk yourself. A person who is 
being psycho-analysed is being put through a most 
intense subtle and refined process of suggestion, 
not for a quarter of an hour, but for hours, days, 
weeks, months, and sometimes even years. How 
many men are there that can free themselves from 
the religious and ethnical bias implanted in them in 
their youth, where suggestion was causal and dis- 
continuous ? A psychologist is as prone to suggestion 
as a doctor is liable to infection. Therefore, no 
person is less competent to form or give an unbiased 
opinion on psycho-analysis than he who has been 
psycho-analysed. Psychologists do not deny the 
observations and are quite willing to admit all that 
which psycho-analysts say they observe, but they 
differ from them in the interpretation of the observed 
facts. 

That some good has come in the wake of psycho- 
analysis I readily grant: the doctor has ceased to 
regard the neurotic as a nuisance to be kept quiet 
during the consultation and to be prevented from 
talking about himself by keeping a thermometer 
in his mouth and then dismissing him with a prescrip- 
tion of Pot. Brom. and Tinct. Valerian. He, the 
doctor, has learned to try and understand his patient 
and to sympathise with him and readjust and 
re-educate him. On the other hand the harm psycho- 
analysis has done to the medical profession has not 
yet been realised. Promising young men approach 
the subject without prejudice and without suspicion, 


enter the snare by allowing themselves to be psycho- 
analysed, and are then secure for psycho-analysis 
for the rest of their lives. 

My advice to students is: Study psycho-analytic 
literature, observe the psycho-analyst at work, as 
you watch the surgeon doing his operation, but 
never allow yourself to be psycho-analysed. 

I am, Sir, yours faithfully, 

Shortlands, Kent, May 4th. A. WOHLGEMUTH. 


VARICOSE VEIN INJECTIONS 
To the Editor of THE LANCET 


Sm,—I am glad that Dr. McAusland strongly 
advocates an empty vein technique, but I cannot 
agree that his methods of carrying it out are as 
reliable and effective. With regard to his first 
method, it is not possible to elevate the limb suffi- 
ciently because, in the well-elevated position, digital 
pressure seldom prevents the distal part of the vein 
emptying by other venous channels before the needle 
can be introduced, however quickly the patient lies 
down. In Dr. McAusland’s second “ dodge,” he 
introduces the needle in the standing position. I am 
certain that, even in his expert hands, the needle 
sometimes comes out of the vein, however gently the 
patient tries to lie down. I notice that he then has 
to make sure that the needle is in the vein by with- 
drawing blood. With the described tourniquet 
technique the vein is frequently so “‘empty ”’ that it 
is not possible to withdraw blood after the veins 
have visibly collapsed. 

Although I only briefly referred to the application 
of firm pressure after the injection, I invariably apply 
Elastoplast over a considerable area for the reasons 
Dr. McAusland stated. I am, however, doubtful of 
the necessity of a pad of wool under the elastoplast. 

I am, Sir, yours faithfully, 
M. J. BENNETT-JONES. 

Gambier-terrace, Liverpool, 1, May 4th. 


TREATMENT OF PHLEBITIS IN VARICOSE 
VEINS 


To the Editor of THE LANCET 


Sir,—Mr. R. T. Payne, in his letter of last week, 
says he feels an unnecessary bogy has been made of 
the danger of emboli in varicose veins. Though 
I have been in general practice for only 12 years, 
I have been present on two occasions when fatal 
pulmonary emboli have occurred in patients who 
were receiving treatment for spontaneous phlebitis in 
varicose veins.—I am, Sir, yours faithfully, 

Sheerness, May 3rd. M. De Lacey. 


ACUTE FEBRILE ANZMIA 
To the Editor of Tue LANCET 


Sir,—In his interesting paper on a Case of Acute 
Febrile Anemia in your last issue, Dr. P. C. Gibson 
mentions the term ‘‘ acute breakdown of the blood,” 
which he thinks was used by me. In reality at the 
clinical section of the Royal Society of Medicine 
(meeting of Oct. 9th, 1931) I headed the account of 
a remarkable case: ‘“‘An Anemic Breakdown or 
Crisis in a Child, not connected with definite Con- 
genital Hemolytic Jaundice-—Rapid Recovery ” 
(Proceedings, xxv., p. 9). This was just before I get 
to know of the observations of Lederer and others 
on “acute hemolytic anemia,” and the case was 
perhaps the first definite example in a child to be 
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recorded in England. It was certainly one of ‘* break- 
down,” in which an#mia was the chief sign of the 
breakdown, but surely the term “ acute breakdown 
of the blood ”’ implies hemoglobinuria as the chief 
symptom.—I am, Sir, yours faithfully, 


London, W., May 4th. F. PARKES WEBER. 


SEX AND CULTURE 
To the Editor of THE LANCET 


Sir,—In your issue of April 25th you publish from 
Dr. Rosslyn Earp a letter which may be thought to 
call for some reply from me. The situation seems to 
be that an American health periodical has published 
opinions that have hit Dr. Earp’s mind in a place 
where the resistance to such ideas is great. But I 
am not concerned with this aspect of the matter so 
much as with the historical data to which Dr. Earp 
refers. In my book I classify a number of human 
societies, first according to the amount of continence, 
pre-nuptial and post-nuptial, inflicted by the sexual 
regulations they have chosen to adopt; secondly, 
according to their cultural behaviour. I define 
‘culture’ according to the manner, behaviouristi- 
cally revealed, in which the members of a society 
express their attitude towards the external world. 
Thus I speak of deistic culture, rationalistic cul- 
ture, &c. People in the deistic state think it right, 
proper, and necessary to erect buildings in which 
they try to maintain a right relation with the power 
(or powers) which, they think, controls the external 
world. I call these buildings ‘“‘temples.”” The 
evidence is that in the past (1) different types of 
sexual regulations have always been accompanied 
by different types of cultural behaviour; (2) the 
same type of sexual regulations has always been 
accompanied by the same type of behaviour. 

Dr. Earp is right, then, to say (even if he wishes 
it were not true) that there is a ** correlation between 
temple-building and sexual restraint.” But I regard 
the phrase as misleading; for it may imply that 
temple-building is the only type of cultural behaviour 
that is to be correlated in that manner. It would 
be more correct to say that temple-building is to be 
correlated with a certain degree of sexual restraint. 
Dr. Earp’s point about Quakers shows that he has 
not yet been able to study the data closely. As I 
understand the matter, a Quaker meeting-house 
would come within the definition I place on ‘“ temple.”’ 
In what he says about the Israelites Dr. Earp shows 
that he has not yet fully understood the conclusions 
I felt compelled to draw from the facts. The cultural 
behaviour of a society, or of any group within it, 
does not, and I do not think it can, depend on the 
sexual opportunity it enjoys, but on that enjoyed 
(or endured) by the two previous generations. Since 
we do not know the exact chronological position of 
many Israelite laws (e.g., Deut. xxii.) we cannot use 
Israelite history as evidence on which to base an 
induction. All the same, thinking that the minds 
of some readers would quickly run Israel-wards, I 
made some suggestions about Israelite history in my 
book. 


Dr. Earp says that I live in a civilised society. 
Well, I may or may not; I do not know ; it depends 
on what he means by “ civilised.” A use of this 


meaningless word takes away any meaning that 
another of his sentences may appear to possess. 
I am, Sir, yours faithfully, 


Cambridge House, 8.E., April 28th. J.-D. UNwin. 
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To the Editor of THe LANCET 
Str,—Dr. Earp is confessedly ignorant of the 


reason why temple-building is evidence of cultural 
progress. It is well known that the first evidence 
of any community ceasing to be utterly savage is 
the paying of post-funeral attention to the dead. 
Such attention shows that in the community con- 
cerned there is some idea of survival after death : 
the people have opinions about things beyond their 
immediate experience, and show imagination. 
Whether the main idea is to sustain the spirit till 
it can return to reinhabit its body, or to feed and 
propitiate it lest it exhibit malignancy, the result is 
substantially the same; there is a cult of the dead 
established. Temple-building follows closely. The 
spirit, and other spirits, the gods, are given homes ; 
or places in which it is hoped they will stay. A 
culture may remain static at this stage; the temples 
being huts very little better than those of the com- 
munity. But where the possibilities of a new building 
material are discovered—stone in Egypt, brick in 
Mesopotamia, earth faced by stone in Mexico 
development is rapid. Permanent structures are 
provided for permanent requirements, the cult of the 
dead and the cults of the gods; often the one cult 
runs into the other, the great dead being deified. 
These requirements being part of the only permanent 
burden laid on the community, the temporary abodes 
of passing men, especially where climatic conditions 
permit, remain for long of the nature of hutments. 
Even incarnate gods such as the Egyptian Pharaohs 
are far more concerned with permanent provision 
for their post-funeral cults than they are with the 
lodging of their living bodies. By the time there are 
permanent temples, there are also permanent priest- 
hoods, no matter how recruited; and the gods 
have become localised, with a parallel system of human 
interest in or ownership of land. Under such circum- 
stances, men, having already provided permanent 
homes for the deities instead of huts which require 
constant renewal, find opportunity to discharge the 
rest of their permanent burden for good and all, 
by endowment of temples with land in consideration 
of services to be rendered on behalf of the donors 
by the priests to the dead or to the gods. Thus 
corporate communities untouched by death—housed, 
owning property, and owing service, all in perpetuity 
take their rise. The process which seems to have 
developed independently in Mesopotamia and in 
Egypt as well as elsewhere in the Near East, was 
repeated when Europe emerged from the Dark Ages. 
Our modern corporations are nothing but priesthoods 
divorced from religious conceptions; much of the 
business conducted by them first found its birth 
in the administration of temples and their relations 
with the secular community. The temples of 
Babylonia were the first banks of the world; the 
banking functions of other temples, including that 
of the Jewish Temple, have been traced. Any 
business Dr. Earp may transact through his bank or 


any income he may draw from investments are 
obtainable owing to a system deriving from the 


practices he considers “ uncivilised.” 

Dr. Earp infers that there is some sharp differentia- 
tion between civilised and uncivilised peoples. But 
architecture arose from the necessity of providing 
permanent structures for the service of the cults ; 


sculpture and painting and the manufacture of 
vessels from their ceremonial requirements ; music 


to time the ritual movements; regularity and rule 
from the demand for a rite constantly repeated ; 
and writing developed because the canon must not 





pee 


SER ee Se 


Beant 


2 ED a 
nn 


wee 


2 a sg ence 


1088 THE LANCET] 


PUBLIC HEALTH 





[may 9, 1936 








be changed. All these things were later applied 
to secular purposes, and found a natural further 
development. But even before this stage, a culture 
which possesses all the arts, and deals with every 
variety of business ; a culture which has determined 
how affairs may be carried on though men die, cannot 
be denied the hallmarks of civilisation. Modern 
civilisation shows nothing more and itself arose in 
precisely the same manner as those which are dead. 
I am, Sir, yours faithfully, 
Manea, March, Cambs, May 4th, 1936. ©. T. NORRIS. 


THE NEW POISONS RULES 
To the Editor of THE LANCET 
Sm,—It would appear that, already, one of the 
requirements of the Poisons Rules which came into 
force to-day is being overlooked, to the inconvenience 
of both members of the medical profession and manu- 
facturers and dealers. Rule No. 7 (3) (a) requires, 
inter alia, that the purpose for which the poison 
is required shall be indicated on the (signed) order. 
It would be to the greater convenience of members 
of the medical profession and of manufacturers and 
dealers if this point could be brought specially to 
the notice of those making out such orders. 
We are, Sir, yours faithfully, 
Tue ASSOCIATION OF BRITISH CHEMICAL 
MANUFACTURERS. 
166, Piccadilly, W., May ist. 


GASTRIC ACIDITY AND ITS SIGNIFICANCE 
To the Editor of THE LANCET 

S1r,—May I be allowed to add one more word to 

the recent discussion in your correspondence columns 

suscitated by Prof. Apperly’s statement that anemia 

lowered and abolished gastric acidity, and that in 

achlorhydric anemia the ordinary view that the 


achlorhydria caused or contributed to the anemia 
would sometimes have to be reversed. Dr. Alvarez 
has suggested (March 28th, p. 741) that severe anemia 
accompanied by abnormally high gastric acidity 
was probably always due to a bleeding ulcer. In a 
paper on ancylostoma anemia (THE LANCET, 1934, 
ii., 299) Prof. A. G. Biggam and I, analysing a series 
of about 120 cases, stated that gastric juice analysis 
rarely revealed achlorhydria; in fact it was found 
in only five cases. The hemoglobin percentages 
in these cases were 42, 44, 24, 24, 55, while the average 
hemoglobin percentage of the whole series was 
27-8, reaching in some cases values as low as 10. 
In a small number of cases I am following at present 
the corresponding values of hemoglobin percentage 
and gastric acidity are these :— 


Red cells in 


millions -- 0-89 2-4/ 2-76, 1:9 3-7) 32 26) 40 26 
Hemoglobin per 

cent. .. = 18 | 20 | 25 | 26 | 30 | 40 $5 46 
Maxim. free acidity 

c.cm N/10 HCl 80 | 10 | 75 | 38 | 53 | 33) 60 | 75 | 65 
Maximum total 

acidity -- 110 | 20 | 95 | 54 75 | 70 | 96 | 95 | 95 


It can easily be seen from this series that there 
is not the least relation between hemoglobin per- 
centage and gastric acidity in ancylostoma anemia. 
Prof. Soliman Azmy Bey and his collaborators 
(Azmy, S., Gaafar, M., and Noshokaty, H., Jour. 
Trop. Med. and Hyg., 1934, xxxvii., 311) studving 
another series of ancylostoma infection also reached 
the same conclusions, only two cases out of 24 showing 
achlorhydria. 

I am, Sir, yours faithfully, 
PAUL GHALIOUNGUI, 
Tutor, Faculty of Medicine, Cairo. 





April 25th. 
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Coordination of Hospitals 
MANCHESTER 


Twat the joint hospitals board set up in Manchester 
is a practical body and not merely deliberative is 
shown by the recommendations it has recently made 
to the city council. The board is composed not only 
of representatives of the voluntary hospitals in the 
manner prescribed by Section 13 of the Act of 1929, 
but also of the city council and the university. It 
has had before it a memorandum prepared by the 
medical officer of health (Dr. R. Veitch Clark) on 
the association between the staffs of voluntary and 
council general hospitals, of which latter there are 
three—viz., Crumpsall, Withington, and Booth Hall. 
At first it had seemed reasonable to link each of 
these to its nearest voluntary neighbour, but there 
were certain disadvantages in such an arrangement. 
The consulting staff of the teaching hospital, the 
Royal Infirmary, carried—in the public eye at least— 
a higher status than those in other voluntary hos- 
pitals, and their services should be potentially avail- 
able not merely to the adjacent council hospital. 
Moreover, the consulting staff of the non-teaching 
hospitals was not stable, since they naturally tended 
to move to the infirmary when occasion offered, and 
their number in any one such hospital might not be 
sufficient to afford the council a field for selection. 
The desirable codperation of hospitals in groups 


HEALTH 


might be further explored by means of meetings of 
the medical and surgical staffs convened under the 
auspices of the board. These the board decided to 
arrange. 

To assist the council in its appointment of con- 
sultants the board has suggested that an advisory 
panel should be recognised by the city council, 
consisting of the chairman of the public health com- 
mittee (Councillor Meadowcroft), Councillor Edwards, 
the chairman of the joint board (Sir Christopher 
Needham), the chairman of the medical and surgical 
staff subcommittee (Mr. W. Cobbett), the vice- 
chancellor of the university (Prof. J. 8. B. Stopford), 
and the medical officer of health. In special branches 
of medicine it would consult certain nominated 
advisers. It would submit a short list of applicants 
to the public health committee. This proposal may 
not be equally welcome to all sections of the council, 
but it should relieve them of a troublesome task and 
improve the selection of professional candidates, at 
least in the first stage of the process. It will be 
interesting to see the council’s reaction to it. 

The board further recommends that a sufficient 
number of consultants should be appointed, each 
making two weekly visits to the council hospital 
to which they are attached, rather than a smaller 
number visiting thrice weekly. Perhaps the most 
important suggestion of all is that senior consultants 
should be appointed to municipal hospitals as direc- 
tors, in an honorary capacity. They would foster 
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coéperation between voluntary and council hospitals 


and the university, guide new developments, and 
encourage research. 


SCOTLAND 


Since the passage of the Act of 1929, the Scottish 
Department of Health has repeatedly urged local 
authorities to depart from a parochial outlook in 
relation to hospital provision and to think rather in 
terms of regions than areas of local government.! 
In its latest report ? the department, while mention- 
ing that collaboration has proved difficult to secure 
and finding a partial explanation in the tendency 
to mark time till the Committee on Scottish Health 
Services has reported, does record some advance. 
In Paisley, for example, the need for a new maternity 
hospital has been the occasion for a proposal to 
acquire a site in contiguity with the fever hospital 
and of sufficient size to meet other hospital needs. 
The council, at the same time, has approached other 
authorities. and voluntary bodies with the object of 
exploring a scheme larger than that required by the 
town itself. The counties of Dumfries, Kirkcudbright, 
and Wigton apparently appreciate the desirability 
of forming a joint hospital scheme and have met for 
its discussion. The department points out that the 
Dumfries and Galloway Royal Infirmary (a voluntary 
hospital) would form its natural centre. As the 
extension of this institution is under consideration 
by its directors, the moment for codperation between 
them and the local authorities seems favourable. 
A regional system, not only for hospital administra- 
tion but also for public health purposes, seems to 
find favour with many Scottish practitioners and, if 





? THE LANCET, 1935, i., 887. 
? Seventh Annual Report of the Department of Health for 
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‘* No Deposit, No Treatment’’ 


THERE is still, it seems, some misunderstanding 
about the position of the practitioner when treat- 
ment is required by an applicant who produces no 
medical card or a card which the doctor has been 
informed is invalid. In the latter event the natural 
thing is to say: ‘Oh no, you have been removed 
from my list as having ceased to be insured; if 
you want treatment you must pay for it ’—and up 
to a point Clause 7 (2) permits this. The clause 
safeguards the position both of the doctor and of the 
applicant ; the doctor may demand and accept a 
reasonable fee provided he gives a receipt on the 
appropriate form; and the applicant, if he proves 


eligibility to obtain treatment from the doctor, 
has the fee refunded to him from the doctor’s 
remuneration. The doctor has in effect drawn 


part of his remuneration in advance, has treated the 
applicant as an insured person (except that he must 
not issue insurance prescriptions until title is proved) 
and has the patient’s name added to his list as from 
the date on which treatment was first given. If 
the applicant does not prove his eligibility to obtain 
treatment the doctor keeps the deposit. Instead 
of charging a fee the doctor may issue a formal 
notice of his intention to render an account, and 
sometimes, especially when the doctor is more or 
less satisfied of the bona fides of the applicant, this 
may be preferred to a cash payment. 

Suppose, however, the applicant demands treat- 
ment but refuses to pay a reasonable sum by way of 
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the Committee on Scottish Health Services proposes 
to deal with this idea, its report, which is due at an 
early date, should be of particular interest. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK 
APRIL 25TH, 1936 
Notifications.—The following cases of 
disease were notified during the week: 
0; scarlet fever, 1896; diphtheria, 892; enteric 
fever, 30; pneumonia (primary or influenzal), 929 ; 
puerperal fever, 48 ; puerperal pyrexia, 129; cerebro- 
spinal fever, 24; acute poliomyelitis, 6; encephalitis 
lethargica, 4; dysentery, 24; ophthalmia neona- 
torum, 97. No case of cholera, plague, or typhus 
fever was notified during the week. 
The number of cases in the Infectious Hospitals of the London 
County Council on May Ist was 6303, which included: Scarlet 


ENDED 


infectious 
Small-pox, 






fever, 1007; diphtheria, 889; measles, 3118; whooping- 
cough, 562; puerperal ever, 13 mothers (plus 9 babies) ; 
encephalitis lethargica, 2 poliomyelitis, 5. At St. Mar- 


garet’s Hospital there were 
ophthalmia neonatorum. 

Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 104 (57) from measles, 6 (0) from scarlet fever, 
42 (17) from whooping-cough, 33 (4) from diphtheria, 
41 (17) from diarrhoea and enteritis under two years, 
and 72 (11) frominfluenza. The figures in parentheses 
are those for London itself. 


23 babies (plus 8 mothers) with 


Measles remains the fatal infectious malady of the period, 
the number of deaths for the last eight weeks (working back- 
wards) being 104, 102, 103, 81, 104, 114, 105, 84 for the country 
as a whole, and 70, 68, 60, 43, 62, 62, 58, 47 for Greater London. 
Deaths were reported from 31 great towns: Leeds and Liverpool 
each reported 4, Southampton, Manchester, and Sheffield 
each 3; no other great town more thap 2. Liverpool reported 
6 deaths from whooping-cough, Birmingham 5. Deaths from 
diphtheria were reported from 22 great towns, 3 each from 
Manchester and Sheffield. 
The number of stillbirths notified during the week 
was 315 (corresponding to a rate of 43 per 1000 total 
births), including 51 in London. 


deposit. It must be remembered that the clause 
says that if a person in applying for treatment repre- 
sents that he is an insured person the practitioner 
is required to give any necessary treatment, and it 
might appear therefore that anybody who cares to 
claim that he is insured may obtain free medical 
advice merely by refusing to pay a deposit. Some 
time ago this point arose in connexion with an appeal 
by a practitioner, and it was then pointed out that 
the clause also contains the phrase ‘‘ but the practi- 
tioner may demand and accept from the applicant 
a reasonable fee,’ and that the clause applies to 
cases in which there is strong prima-facie ground 
for thinking that the applicant is not entitled to 
medical benefit and consequently that the funds at 
the disposal of the insurance committee for payment 
to practitioners are not calculated to cover the 
provision of treatment. Clearly the clause must be 
read as a whole, and the words quoted above con- 
strued as limiting the obligation which in their 
absence would be an absolute obligation to treat. 
Hence, in a case where not only is a fee not tendered 
but liability to pay is expressly repudiated it appears 
that the obligation to treat does not arise. The 
clause entitles the practitioner not merely to “ accept ” 
a fee but to “demand” one, and the latter word 


implies that the doctor may make his offer of 
treatment conditional at any rate on an accept- 
ance of liability. The contrary view would 
deprive the word ‘‘demand ” of most, if not all, 


of its effect. 
In the extreme case, then, the practitioner may 
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quite property say ‘“‘no deposit, no treatment” 
if he wishes. 


Hemorrhage Following Dental Extractions 

An insured person had teeth extracted one after- 
noon, and during the early evening had to return 
to the dentist who plugged the gums to arrest hawmor- 
rhage. After she went to bed bleeding recommenced 
and at 11.30 p.m. the insurance doctor was asked to 
visit the patient. The doctor replied that dental 
treatment did not come under the Insurance Act, 
that the proper course was to get the dentist who 
caused the bleeding to come and stop it, and that 
if the dentist had any difficulty the doctor would, 
at the request and cost of the dentist, come to his 
aid. The employer called in his own doctor who 
did what was necessary. The local medical com- 
mittee took the view that the hawmorrhage was a 
matter which should have been attended to by the 
dentist ‘“‘as dentists are specially qualified to deal 
with such matters.” The insurance committee 
contended that the service fell within the practi- 
tioner’s obligations, and with this view the referees 
agreed. 

The question was not whether the service was one 
which could properly be undertaken “ by a general 
practitioner of ordinary professional competence 
and skill” (so ran the phrase when the question 
arose some years ago), but whether it was treatment 
—that is medical attendance and treatment—within 
the meaning of the regulations. The referees felt 
some difficulty even in | formulating the view that the 
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SECOND READING OF THE MIDWIVES BILL 
Moved by the Minister of Health 


On April 30th, in the House of Commons, Sir 
KINGSLEY Woop moved the second reading of the 
Midwives Bill. He said the main purpose of the Bill 
was to establish an active service of salaried trained 
midwives so as to ensure that every expectant mother, 
whatever her circumstances, would be able to obtain 
the services of a qualified midwife. The Bill was 
also designed to raise the status of the midwifery 
profession by providing adequate salaries and sure 
prospects to those entering the new service; and 
also to ensure further facilities for their instruction. 
The problem was a baffling one. In England and 
Wales the local authorities in 1926-27 were spending 
on maternity and child welfare services some 
£2,000,000 per annum. Last year over £3,000,000. 
Yet the maternal mortality-rate had not yet been 
substantially reduced. It affected all classes of the 
community. It varied from place to place, and they 
were not yet in a position to speak with certainty and 
authority as to all its causes. 

The position of the midwifery service in this 
country at the present moment was by no means 
satisfactory. It had for the most part been a poorly 
remunerated service, without much status and 
prospects which were not improving. It was an 
overcrowded profession. Except for a small minority 
the practice of the independent midwife did not 
afford a living wage, and the reasonable livelihood 
of the few was often obtained only by attendance on 
an unreasonable number of cases involving much 
physical and mental strain. There were too many 
part-timers. (Cheers.) There were also midwives who 
continued to practise when they were past their work . 
There were also numbers of unqualified women and 
there was nothing to prevent them from attending 
and charging for their attendance as maternity nurses 
of women in childbirth. Finally, there was a lack 
of codrdination between the work of the independent 
midwives, excellent though it was, and the health 
services in many areas. 


arrest of hemorrhage from the gums, occurring seven 
hours after the extraction of teeth, was not medical 
treatment. If the care of an injury of this nature, 
admittedly within the competence of the practitioner, 
was not medical treatment, they were at a loss 
what meaning to attach to the term. Their report 
reads as follows :— 


The contention of the local medical committee, that 
it should have been attended to by the dentist as dentists 
are specially qualified to deal with such matters, is 
apparently an expression of the view that the dentist would 
have stopped the hemorrhage more efficiently. This 
may, or may not, be so. But the local medical committee 
can hardly seriously contend that a practitioner is to be 
excused from rendering a service within his agreement 
because he is of opinion that some other person would 
perform the service better. The contention may, however, 
mean that it was the duty of the dentist to stop the bleed- 
ing—though no evidence is offered that the dentist was 
available for the purpose. On this hypothesis again 
we fail to see the relevance of this contention. A failure 
in duty on the part of one person is not an excuse for the 
failure of another to perform a contract with, and for the 
benefit of, persons in no way privy to the failure. 

The bleeding at 11.30 in the night was a matter calling 
for the medical treatment which the practitioner was 
bound to give, and his obligations were in no way affected 
by the origin of the bleeding: 


This ruling is worth calling to mind again now. 
Although doctors may charge for administering an 
anesthetic in connexion with dental extractions they 
must deal with hemorrhage as part of their obliga- 
tions under the terms of service. 


INTELLIGENCE 


SUPERVISING AUTHORITIES 


The Bill provided that the organisation of the new 
service should be entrusted to local authorities who 
were the local supervising authorities under the 
Midwives Act. Each supervising authority was 
required to secure the whole-time employment of a 
sufficient number of midwives for attendance, not 
only as midwives, but as maternity nurses in order 
to meet the needs of the area for domiciliary mid- 
wifery and the authority would carry out this duty 
by making arrangements with voluntary organisations 
or where necessary by themselves employing mid- 
wives. He wished to emphasise that codperation with 
the doctors and with voluntary hospitals and agencies 
was essential to the success of this proposal. Where 
the supervising authority was not a maternity and 
child welfare authority coéperation with the work of 
the antenatal clinics was essential. One of the 
difficulties in London would be to work out a scheme 
which would include the service of salaried midwives 
already provided by a number of voluntary hospitals 
which took no account of borough boundaries. About 
25 per cent. of all confinements in London took place 
in L.C.C. hospitals at which there were antenatal 
clinics and where specialists in all branches of 
maternity work were available. Salaried midwives 
appointed by the L.C.C. could therefore enlarge their 
experience by taking duty in hospitals when they 
were not engaged in domiciliary work. 

One of the main principles of the Bill was designed 
to ensure that efficient voluntary organisations should 
have a proper and adequate share in locally coérdinated 
schemes and all such organisations which employed 
salaried midwives must at once be consulted, when 
the Bill was passed and the proposals had to be put 
into operation by the local supervising authority as 
to the arrangements for the new service. The 
voluntary associations would have the right if they 
were dissatisfied with any arrangements which were 
contemplated to make direct representations to the 
Minister of Health. It would be the duty of the 
Minister to see that proper agreements were entered 
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into vend proper payments were made so as to secure 
an adequate service and the extension, wherever 
desirable and practicable, of their work. 


SALARIES AND SUPERANNUATION 

The local authority would fix the salaries of mid- 
wives employed by them and the fees to be charged 
for their services, and in recovering such fees they 
would have regard to the financial circumstances in 
each case. The salaries of the midwives, and fees 
to be charged in relation to the work of voluntary 
associations, would be a matter of negotiation between 


the local authority and the voluntary organisations, 
but the local authority would be asked to fix their 


grant to voluntary organisations on a basis which 
would ensure that the salaries and fees would corre- 
spond closely to those adopted by the local authority. 
A midwife who was practising at the present time 
could apply for a salaried post, or she could continue 
in an independent practice if she so cared. On the 
other hand, if she surrendered her certificate within 
three years of the coming into operation of the 
scheme and cared to take this course she would 
receive compensation equivalent to three times the 
average of her emoluments for the preceding three 
years. There were also a number of old or infirm 
midwives unable to perform satisfactorily their duties, 
and in these cases the local authority might call upon 
the midwife to retire, in which case she would receive 
as compensation a sum equal to five times the net 
value of her practice during the previous three years. 
In suitable cases the local authority, instead of paying 
compensation in a lump sum, would be able to purchase 
for the midwife an annuity terminable at the age 
of 70, or at death, if that occurred before she reached 
that age 

Arrangements were also provided for under the 
Bill which would enable midwives to keep up to date 
by attending from time to time post-certificate or 
refresher courses. The receipt of compensation, or 
the payment of an annuity provided for in the Bill, 
would in no way affect the title of a midwife to a 
contributory pension. He had also taken power in 
the Bill to deal with the question of unqualified 
persons. At present any unqualified woman might 
nurse a woman in confinement if a doctor had been 
engaged and she worked nominally under his super- 
vision and direction. Such employment was dangerous 
both to the mothers and to the children. No doctor 
who worked with an uncertified woman could always 
be sure that he would be at hand at the critica] time, 
and it was unanimously agreed by the Departmental 
Committee that the practice of attending a confine- 
ment in such circumstances did not conform to a 
reasonable degree of security, even in normal cases. 
In the Bill the Minister of Health was empowered, 
when an adequate salaried midwifery service was in 
being and not before, in any area or county district 
to make an Order under which it would be an offence 
for any person who was neither a midwife nor a 
registered nurse to receive remuneration for attending 
as a nurse a woman in childbirth, or at any time 
during the ten days immediately after the birth. 


MIDWIFE AND DOCTOR 

The Bill did not in any way prejudice the position 
of medical practitioners, but he thought the general 
practitioner should benefit considerably when the 
provisions of Clause 6 became operative as he would 
always be sure of the assistance of a certificated 
midwife, whereas at present he had to rely in many 
cases upon the services of an untrained woman, and 
in areas where such a course was customary mothers 
would no doubt continue to engage doctors as now 
for their confinement, and it was intended that not 
only the doctor but the mother, wherever prac- 
ticable, should have a free choice of midwife to act 
as maternity nurse, and that nothing should be done 
which would in any way interfere with her preference 
for a particular doctor. 
. In bringing forward these proposals, he recognised, 
the Minister said, that other steps might be necessary. 
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Hon. Members might remember the statement he 
made a little while ago in relation to a more special 
line of attack which was in progress—namely, a series 
of special investigations that had been undertaken 
and in a number of administrative areas, primarily 
those in which the rates of maternal mortality had 
been persistently above the aversge for a period of 
years. Investigations were also being made for the 
purpose of comparison in some areas comparable in 
general characteristics with the areas of high maternal 
mortality, but in which the rates had been relatively 
low. The aim of these investigations had been. in 
the first place, to give assistance to the local authorities 
to devise any immediate practical improvements which 
might suggest themselves, but also, and more pat 
ticularly, to see whether they could not obtain any 
further material which would he ‘Ip them to elucidate 
the underlying causes of high maternal mortality- 
rates in general. The result of these investigations 
would, he hoped, be available at the end of this vear " 
In the meanwhile they would be acting in the best 
interests of motherhood by proceeding immediately 
with the proposals in this Bill. 


Debate on the Motion 

Mr. ARTHUR GREENWOOD said he welcomed the 
Bill for what it was worth. It was nothing more 
than a slight extension of the existing law making it 
a little easier for local authorities to carry out the 
powers which they already possessed. After all the 
experimentation of past years the time had now 
arrived not for small piecemeal measures but for a 
far-flung comprehensive policy and an attack on 
this problem on a wide front Maternal mortality 
was a social problem for which the House of 
Commons was responsible. The first step, it 
seemed to him, was to make sure that expectant 
mothers were properly fed. There ought to be more 
effective antenatal care, more maternity hospitals 
within the reach of working-class housewives, and the 
services of skilled gynecologists behind the midwife. 
The Bill provided only a ten days’ service. That 
period had become the practice through poverty, not 
because of medical knowledge. It was not right to 
expect a woman who had undergone a trial of that 
kind to be up and about after ten days and to carry 
all the responsibilities of the household. 

Major HILLs said he would like to see the minimum 
of ten days’ attendance of a midwife raised. He 
thought they would get more efficient service if they 
allowed midwifery to be run by the smaller local 
authorities which complied with the standard laid 
down by the Local Government Act of 1929. Clause 6 
of the Bill abolished the mate rity nurse who usurped 
the midwife’s function. If she endangered health 
she ought to go, but he was doubtful whether they 
could do without a secondary service. He suggested 
that they should train a body on the lines of the 
home helps now working in Birmingham, or of the 
after-care nurses who had been used with great 
success in Holland. Would the Minister try to 
induce the C.M.B, to increase the period of training 
of midwives to two years? If that could be done 
they would get a splendid servic« 

Mr. HOLLAND said what was needed was a complete 
national maternity scheme including supervisory 
clinics within easy reach of the mothers’ homes, 
staffed by doctors with special knowledge and experi- 
ence in obstetrics. There should also be health 
visitors, improved housing conditions, better nutrition 
for the mother, and rest hospitals with proper equip- 
ment and staffs. 

Sir FRANCIS FREMANTLE said that the real object 
before them was to establish and enlarge and improve 
both in quantity and quality the profession of mid- 
wives. The number of midwives was going to be 
cut down, probably to half what it was at present, 
and that half was going to be much more hardly 
treated from a professional point of view and higher 
requirements demanded of it. All the speeches had 
taken it for granted—including that of the Minister- 
that the flow of recruits would come in, but was that 
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the case ? That was the real problem before them. 
What were the inducements to young girls of good 
education and standing to take up the great burden 
of training for this extraordinarily hard and arduous 
life with all its difficulties? It was only natural, 
even if their bent was towards nursing the sick, 
that they should prefer to go in for general nursing 
rather than midwifery. The financial scales and 
conditions of service under the Bill, though better 
than they had been hitherto, were to his mind quite 
inadequate to bring in the right kind of persons. 
Who was to be the right authority to supervise this 
service ? It could not be done by an authority 
which employed two or three midwives, which had 
a small rateable value and had no skilled superior 
officers. He trusted therefore that they would 
consider in Committee whether it was not better to 
put this new service under the county councils 
rather than under smaller authorities. He hoped 
that regulations would be made in the Bill or after- 
wards by which complete facilities would be given to 
midwives to work under all the different organisations 
and that they would be trained and encouraged to work 
for the best of their profession, wherever they were 
and in whatever circumstances. There were nearly 
60,000 midwives, and of those 18,000 gave notice of 
their intention to practise in the year before last, 
and out of that number only 16,000 practised. What 
was really wanted—and it was not dealt within the Bill 
—was some kind of multiplication of the sources of 
training for those women who wanted to put C.M.B. 
after their name. This was a most pressing problem 
both to nursing schools and midwifery schools in 
London. There should be some kind of intermediate 
ualification for women who intended to be equipped 
if necessary for occasional demands madc upon them 
for midwifery or maternity nursing. There was one 
int in regard to which he could not see how the 
Bill could be worked. Provision was to be made for 
entirely whole-time midwives. That would be 
possible in busy towns, but impossible in country 
districts, if ‘‘ whole-time midwives ” meant that they 
were to be midwives and nothing else. It would be 
impossible, for instance, in the mountain valleys of 
Wales to arrange a service of full-time midwives. 
They would have to continue the system of district 
nurses under the county nursing organisations which 
had done such valuable work, where there were well- 
trained midwives, and where by means of timely 
refresher courses they were kept up to the mark. 

Mr. KEELING said he had been asked by the West- 
minster city council, of which he was a member, 
to give its views on the Bill; those views were 
shared by practically all the other metropolitan 
borough councils. These borough councils regretted 
they had not been made the authorities for midwives 
under the Bill. They thought that there were several 
reasons why they should be preferred to the L.C.C. 
First, they were already the maternity and child 
welfare authorities in their areas and were carrying 
out most of the duties prescribed in the Bill, Secondly, 
the population of each London borough was larger 
than the population of a great many provincial 
county boroughs, all of which were to be the authorities 
for midwives under the Bill. Finally, and most 
important, the maternity services in London were 
far superior to those in the country as a whole. It 
was true that there were only three metropolitan 
borough councils which were employing their own 
midwives, but there was a very good reason for that. 
Most of the London boroughs found they could 
provide. midwifery service much better by making 
arrangements with the great London voluntary hos- 
pitals whose maternity services were second to none, 
or with the nursing associations. Under that arrange- 
ment the midwife worked with the hospital as a 
base and the organisation of the hospital was at her 
back to give her assistance. The Minister had men- 
tioned that 25 per cent. of births in London took 
place in L.C.C. hospitals; he would point out that 
another 25 per cent. took place in the voluntar 
hospitals. Many of the London borough councils 
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already went much further than this Bill. They 
subsidised maternity beds in hospitals and arranged 
for gynecologists to be available for consultation in 
serious cases. They also financed bacteriological 
services. Each of the London borough councils had 
also one or more maternity centres with which the 
midwives worked in close association. All these 
services were available free of charge when necessary. 
What was required in London was not revolution or 
reconstruction but development. 

Mrs, TATE said it was useless to have better training 
for midwives if there was not far better training for 
doctors also. 

Mr. FRANKEL thought they ought to ensure by 
means of some provision in the Bill that this new 
service would be in the hands of authorities who 

might be relied upon to take the responsibility for 
this supremely important work. There should be no 
farming-out of this responsibility to smaller authorities 
or to voluntary organisations unless they were of 
proved capacity. Not only ought there to be salaried 
midwives, but those midwives ought to have strong 
medical support. Under the Bill midwives ought to 
have the power to call in a real expert rather than a 
general practitioner as was now the case. 

Sir GEORGE JONES said he thought the Govern- 
ment were right in the decision that the larger super- 
vising authorities were the best for this purpose. 
Most people connected with London administration 
agreed that it was desirable that there should be one 
authority for London under the Bill. An excellent 
domiciliary service had been organised by the London 
voluntary hospitals acting independently of the 
borough councils, and it would be a calamity if any- 
thing were done which would diminish the splendid 
work which the voluntary hospitals were doing. 

Major MILNER said he regretted that the new 
midwifery service would not be in the real sense a 
national one. He had hoped that the status of 
midwives might have been made akin to that of 
civil servants. In this Bill duties were being imposed 
on local authorities without the proper financial 
assistance to carry them out. He strongly supported 
the plea that the compensation paid to midwives 
who left either voluntarily or compulsorily should be a 
national and not a local charge. The services of a 
midwife should, he thought, be available for at least 
14 days instead of 10. 

Sir JoHN MELLOR said he felt with many others 
that there should be included among the authorities 
who would administer the Bill those county districts 
which had a maternity and child welfare committee 
under the Act of 1918, and a whole-time medical 
officer, and were of sufficient size to conduct the 
administration. 

Mr. DuNN suggested that midwives should in 
future be given special training in the newer anes- 
thetic appliances. 

Mr. RKRuys Davies said that a Bill which merely 
raised the status of midwives would not avail very 
much in reducing maternal mortality. The issue was 
deeper than that. Malnutrition and unemployment 
must have something to do with the problem. He 
was satisfied that the measure would provide the 
country with better nurses. 


The Parliamentary Secretary’s Reply 

Mr. SHAKESPEARE said that the Minister had 
reason for satisfaction at the almost unanimous 
approval that had been given to the Bill. The term 
of ten days was fixed by the rules of the Central 
Midwives Board for midwives acting as such, but 
there were no rules as to the period for maternity 
nursing and the Government took a step forward in 
saying that a midwife acting as a maternity nurse 
should attend on the mother for at least ten days. 
If in the circumstances of the case the doctor or the 
midwife decided that there was need for further 
attention they could give it. There was considerable 
opinion among the medical profession that from the 
point of view of nursing ten days was not enough. 
If the Central Midwives Board considered changing 
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the rules with regard to midwives employed as such 
it would be necessary to change the rule here as 
regarded the period of attendance of midwives acting 
as maternity nurses. The Joint Council of Midwifery 
estimated on certain assumptions that roughly < 4500 
new salaried midwives would be necessary. Voluntary 
associations formed in future could be consulted by 
the supervisory authority and they could come into 
the scheme. It was certainly hoped that training 
would be improved. Training places would be reserved 
for those who intended to practise. 

The new expenditure would be calculated in 
relation to the expenditure incurred in the year 
ending March 31st, 1936. In the case of direct 
employment under a supervising authority there would 
be a unit of cost based on the average net annual 
cost throughout the country incurred in respect of 
the employment of a midwife. That unit had not 
yet been fixed, at the special request of the local 
authorities who wished to have more information as 
to what salaries were being paid and what fees were 
being charged. On the question of the adminis- 
trative working of the scheme, the Government had 
come down on the side of the larger authority—the 
hospitals authority—because that was in line with the 
whole trend of modern county government. If they 
entrusted this service to the smaller authority it 
would be difficult to provide a sufficient number of 
midwives so that there could be reliefs in case of 
sickness or holidays. The Minister of Health was 
always sympathetic in considering an application 
(under Section 62 of the Local Government Act, 
1929) whereby a maternity and child welfare authority 
employing a whole-time medical officer of health 
could itself apply to be made a supervising authority. 
He agreed that there was at present a good deal of 
overlapping. In future where they had a salaried 
service under a large supervising authority they 
would be able to assure a much closer coéperation 
between the authorities. A midwife in the country 
would be able to practise nursing and other nursing 
services. As long as she gave full-time service she 
could carry on nursing work in the ordinary way 
when not employed as a midwife. 

The Bill was read a second time. 


NOTES ON CURRENT TOPICS 
Supply of Medicines on Sunday 

When the Shops (Sunday Trading Restriction) 
Bill as amended in Standing Committee was con- 
sidered on report, Mr. WAKEFIELD moved an amend- 
ment providing that registered pharmacists employed 
on Sundays in those shops which had to open for 
the serving of customers in pursuance of a contract 
with a national health insurance committee should 
not be required to receive the compensatory half- 
holiday, subject to the conditions that the pharma- 
cists must not be employed for more than two hours 
on the Sundav and have not been employed on the 
previous Sunday ; and that they must receive com- 
pensatory time off in the week. He explained that 
under the contracts which national health insurance 
societies had with chemists a service must be provided 
at reasonable hours. Under the regulations a chemist 
was required to supply with reasonable promptness 
to any person who presented an order for drugs on 
a prescription form provided by the committee for 
the purpose and signed by any practitoner in the 
medical list of the committee, or his deputy or assist- 
ant, such drugs or appliances as were so ordered. 
The usual times for opening on Sunday were from 
5 to 6, or 6.30 to 7.30, or some similar time. The 
object of the amendment was to ensure that qualified 
assistants who were employed in this way should 
receive time off. In the Bill as it stood if a qualified 
assistant was dispensing for just that one hour, or 
for half an hour, some of these urgent medicines or 
drugs it would be necessary for the employer to give 
him an additional four hours off. It was clear that 
that would place the chemist, especially a small man 
in a small town, in an impossible position. He 
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required his qualified man during the week when 
business was at its peak and dispensing was most 
required. This service was not operated for profit ; 
only urgent medicines and goods could be supplied on 
a Sunday. The amendment had the full approval 
of the various pharmaceutical interests, that was to 
say, the insurance committees, the National Pharma- 
ceutical Union, and the Pharmaceutical Society. The 
Pharmaceutical Society had 22,000 registered pharma- 
cists in membership. It was not proposed that there 
should be any exemption for any unqualified assistant, 
or any body other than the registered professional 
pharmacist. 

Mr. LESLIE said he was speaking for the qualified 
men who were organised in the pharmaceutical 
section of the Shop Assistants’ Union. Speaking 
from the dispensers’ point of view they felt that if 
they were to give their services on Sunday they 
should get the time off which was allowed to other 
assistants. He opposed the amendment, and he 
hoped that the House would vote for the Bill as it 
stood. 

After further debate, Mr. Liuoyp, speaking for the 
Home Office, said that the amendment applied only 
to those chemists’ shops which had to be open on 
Sunday under contract, to qualified assistants, and 
to those who were employed for not more than two 
hours on alternate Sundays. After consultation with 
the Ministry of Health the Home Office thought that 
the amendment should be accepted, in view of its 
extremely limited character. 

The amendment was carried by 120 votes to 61. 


The Public Health Bill 

In the House of Commons on May 4th the follow- 
ing members were appointed to form a Select Com- 
mittee of seven to join with the Committee appointed 
by the House of Lords to consider the Public Health 
Bill: Sir Francis Acland, Sir Francis Fremantle, 
Mr. Leach, Major Milner, Mr, Shakespeare, and Mr. 
H. C. Williams. 

The Royal Pension Fund for Nurses Bill (which 
has passed through the House of Lords) was read 
the third time and passed without amendment. 





HOUSE OF COMMONS 
WEDNESDAY, APRIL 29TH 
Medical Service in West Africa 


Dr. LeEcH asked the Secretary of State for the Colonies 
whether he was aware that the conditions of service and 
rates of pay of the West African section of the colonial 
medical service had recently been revised; that this 
revision had caused such dissatisfaction as to compel the 
Nigerian section to memorialise his department; and 
what action he proposed to take in the matter.—Mr. 
Tuomas replied: The answer to the first part of the 
question is in the affirmative. I have recently received, 
through the Governor of Nigeria, a memorial from the 
members of the colonial medical service serving in 
Nigeria, which is receiving consideration. 


THURSDAY, APRIL 30TH 
Juvenile Trainees and Malnutrition 


Mr. GrorGE HA. asked the Minister of Labour the 
result of his inquiries into the malnutrition existing 
amongst trainees attending juvenile instruction centres ; 
and whether he was now prepared to recommend that 
local authorities be empowered to supply meals as well 
as milk in such cases.—Mr. ErRNEsT Brown replied: In 
reply to a question by the hon. Member on Feb. 27th I 
said that I was making inquiries into the adequacy of the 
existing arrangements for the provision of milk in the 
junior instruction centres in the county of Glamorgan. 
An inquiry into this question has been made in colla- 
boration with the President of the Board of Education, 
and I am satisfied that the arrangements for the provision 
of milk as medical treatment are adequate. I am now 
extending the inquiry to other areas. As the hon. Member 
is aware, local education authorities have no power to 
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provide ordinary meals in junior instruction centres, and 
the decision not to seek such power was in accordance 
with the recommendation of the National Advisory Council 
for Juvenile Employment. I propose, however, at an 
early date to ask the council to review the operation of 
the system of authorised courses and the question of 
providing meals in centres will no doubt be considered 
by them. 

Mr. Hatt: Is the right hon. gentleman aware that 
milk has been supplied to the trainees attending the 
centres for some time, and notwithstanding that 57 per 
cent. of them have been certified to be suffering from 
malnutrition ? Is not the matter sufficiently serious for 
the right hon. gentleman to complete negotiations to 
provide meals as well as milk ?—Mr. Brown: I have no 
powers, but I propose with these facts in mind to ask 
the advisory committee to go into the matter at an early 
date. 

Pollution of Water-supply in Lancashire 

Sir Ropert Youne asked the Minister of Health whether 
he had received any report of the bad conditions of the 
Golborne, Lancashire, water-supply ; whether he was 
aware that the water services were practically choked 
with manganese dioxide, and that the supply of drinking 
water was often dirty ; and whether he would take steps 
to remedy this matter in the interests of public health.— 
Sir Kincstey Woop replied: I have received a com- 
munication, which refers to pollution by manganese 
dioxide, from the Golborne Urban District Council. I 
am communicating with the authorities concerned. 


Registration of Births: Mother’s Age 

Mr. RANKIN asked the Minister of Health whether, in 
order to measure correctly the fertility of the populaticn, 
he would arrange for the records of the Registrar-Genera] 
in future to show the age of the mother at the birth of 
each child, as was recorded in nearly every other country, 
and whereby alone a proper diagnosis of the situation 
could be made.—Sir Kincstey Woop replied: It has 
for some time been the intention to make this alteraticn 
in the birth registers on the first suitable occasion, having 
regard to the complicated administrative adjustments 
and preparations involved, and steps are now being 
taken to make the change. 


Maternity Treatment: Liverpool Minnitt 
Apparatus ' 

Mr. RANKIN asked the Minister of Health if he would 
state in which hospitals operated by local authorities 
the Liverpool Minnitt apparatus was available in respect 
of maternity cases.—Sir Kinestey Woop replied: I 
regret that this information is not available. 


Accredited Milk Licences 

Mr. AssHETON asked the Minister of Health (1) if he 
was aware that injustice was being done to many farmers 
owing to the lack of uniformity of standard of farm 
buildings required by different county councils as a 
condition of the grant of an accredited milk licence ; and 
if he would investigate this matter; and (2) if he could 
explain why there were 2092 farmers in Cheshire licensed 
for accredited milk production, whereas there were only 
447 in Lancashire and 427 in the West Riding of York- 
shire; and to what extent this was due to the lack of 
uniformity in the standard of farm buildings required 
as a condition of the grant of an accredited milk licence.— 
Sir Kincstey Woop replied: I am aware that there is 
said to be a lack of uniformity between the requirements 
of certain county councils for the granting of Grade A 
milk producers’ licences which are necessary before the 
producers are included in the list of accredited producers 
kept by the Milk Marketing Board. I do not consider it 
practicable to lay down a detailed code, but in a recent 
circular I have drawn the attention of local authorities 
to the principles by which they should be guided. I have 
offered to give the authorities such assistance as I can 
with due regard to the exercise of my jurisdiction in the 
matter of appeals upon individual cases. 


Anti-tetanus Serum 
Mr. Rostron Duckworts asked the Minister of Health 
whether any local authorities provided centres at which 


anti-tetanus serum was readily obtainable by mendiend 
practitioners ; and whether, if such a policy met with 
the approval of his department, he would advise local 
authorities not making such provision to do so.—Sir 
KINGsLEY Woop replied: I am not aware that any local 
authorities have provided centres for this purpose, but 
in one or two cases sanction has been given by my depart- 
ment under Section 133 of the Public Health Act, 1875, 
empowering an authority to provide temporary supplies 
of the serum for the poorer inhabitants of their district. 
As regards the last part of the question, I am advised 
that the serum is readily obtainable through ordinary 
trade channels, and that if it were stocked generally Ly 
local authorities only a very small proportion of their 
stocks would be likely to be used and the greater part 
would become inert and be wasted. 


Silicosis Certificates in South Wales 


Mr. JAMES GRIFFITHS asked the Home Secretary the 
number of applications for certificates from among the 
South Wales miners made to the Medical Beard under 
the Various Industries (Silicosis) Schemes, and the number 
who were granted and refused certificates each year 
from 1931 to date.—Sir Joun Simon replied: The follow- 
ing table gives the information asked for on applications 
dealt with by the Silicosis Medical Board from South 
Wales miners or their dependants so far as it is available :— 


Disablement 
Death or suspension 
certificates. certificates. 


Granted, Refused. Granted. Refused. 


1931 (ist June) to | 





1933 (December). . 69 ° 329 ad 
1934 .. oe se 33 20 186 124 
1935 .. os. a 45 16 192 137 


* Separate figures for South Wales are not available. For 
the whole coal-mining industry the refusals during the period 
referred to were 21 and 169 respectively, and the certificates 
granted 92 and 379. 


Health Insurance: Regional Medical Service 


Mr. GranaM Waite asked the Minister of Health the 
number of insured persons, men and women, respectively 
submitted during 1935 to regional medical officers for 
incapacity references; and the results of their sub- 
missions.—Sir K1incsLEy Woop replied: The particulars 
of incapacity references of insured persons to regional 
medical officers in England and Wales in 1935 are as set 
out below :— 


Men. Women. 

Total references dealt with .. ee 178,917 297,921 

Persons examined ‘ é 97,055 154,139 
Persons found on examination to be 

capable of work .. 75,668 104,353 
Persons found on examination to be 

not incapable of work a 21,387 .. 49,786 


Persons whose incapacity was 
accepted, so that examination 
was not necessary .. 

Persons not attending for examina- 
tion although fit to do so (ordi- 
narily these persons had been 
declared by their | to have 
become fit for work) ee 73,012 .. 130,154 


8,850 .. 13,628 


Cost of Drugs and Medicines in Lancashire 


Mr. Ruys Davies asked the Minister of Health whether 
he was aware that the drug and medicine costs covering 
the insured population under the care of the Lancashire 
insurance committee had increased, and that the average 
cost per insured person had increased from 19°30d. in 
1916 to 41°2ld. in 1934; and what steps, if any, his 
department was taking to stop this increase without at 
the same time depriving the insured population of neces- 
sities in this connexion.—Sir KinesLtey Woop replied : 
I am aware of the increase in the cost of drugs for insured 
persons which has occurred in Lancashire in common 
with other areas. As regards the second part of the 
question, action is taken under Article 42 of the Medical 
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Benefit Consolidated Regulations, 1928, which provides 
machinery for dealing with cases where the cost is in 
excess of what is reasonably necessary for the adequate 
treatment of the patients. 


MONDAY, MAY 4TH 


Shropshire Quarry Workers and Silicosis 

Mr. ArtHur Duckworth asked the Secretary for Mines 
whether he was satisfied that every possible precaution 
had now been taken to safeguard the barvtes mines and 
quarry workers in the Pontesbury and Minsterley districts 
of Shropshire from the dangers of silicosis; and whether 
he was satisfied that the precautions were being duly 
enforced by His Majesty’s inspectors of mines and were 
proving effective.—Captain CRooKSHANK replied : Follow- 
ing investigations by H.M. Inspectors of Mines, the best 
available precautions have been adopted at the barytes 
workings in this district and I hope that experience will 
show them to be effective. Necessarily the effective 
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application of the day-to-day precautions which are 
prescribed is largely in the hands of the management 
and the workmen themselves, but the inspectors also 
give the matter close attention whenever they visit the 
workings. 


Ventilation of the House of Commons 

Mr. Day asked the First Commissioner of Works whether 
his attention had been called to the svstem of air cooling 
and air conditioning installed in many large public build 
ings abroad ; and if he would call for a report from his 
experts as to whether this system, if installed in the 
House of Commons, would unprove the ventilation during 
the summer months.—Mr. OrmsBy-Gore replied Yes, 
Sir. Investigations are being carried out by my engineers 
in collaboration with the Department of Scientific and 
Industrial Research, the Medical Research Council, and 
the Government Chemist, but the question is one of great 
difficulty on account of the age and character of the 
building. 


MEDICAL NEWS 


University of Oxford 

On April 30th the degree of B.M. was conferred on 
C. D. Coode, R. A. Irving, and V. H. Yates. 

On Tuesday last the regius professor of medicine 
introduced a statute to set up an institute of experi- 
mental psychology. Its establishment has been made 
possible by an anonymous gift of £10,000 and by the 
allocation of £500 from the Rockefeller trustees, together 
with £150 for the next five years. The first director will 
be Dr. William Brown. 


Dr. Brown, who in 1921 succeeded Prof. William Macdougall 
as Wilde reader in mental philosophy, was born in 1881, and was 
educated at Collyer’s School, Horsham, and at Christ Church. 
After a distinguished undergraduate career he became assistant 
master at Bradfield College and at St. Paul’s School, meanwhile 
holding the John Locke scholarship at Oxford. In 1908 he was 
—— head of the psychological department at King’s 
College, and in 1914, having qualified in medicine from King’s 
College Hospital, he was made reader in psychology in the 
University of London. Joining the Royal Army Medical © orps 
he acted as neurologist to the Fourth and Fifth Armies, B.E. 
from 1916, and in 1918 was given charge of the Craigloc khart 
War Hospital for Neurasthenic Officers at Edinburgh. Later 
he joined the staff of Bethlem Hospital, and the neurological 
department at King’ 8s College Hospital, where he was appointed 
psychotherapist in 1925. Dr. Brown is a D.Sc. of London 
University, where he was ( ‘arpenter medallist in i911, and he 
was elected F.R.C.P. Lond. in 1930. He has been sectional 
president of the British Association, and Terry lecturer at Yale, 
and is the author of well-known books on psychological subjects. 


University of Cambridge 

On May 2nd the following degrees were conferred :— 

M.D. —*Sagarajasekaran Tyagaraja and John Gray. 

M.Chir.—R,. V. Payne. 

M.B., B.Chir.—J. S. Richardson and J. R. Rose, 

M.B.—M.K, Martyn. 

B.Chir.—*¥Fenton Braithwaite. 

* By proxy. 

Dr. M. T. Greig has been appointed university demon- 
strator- in the department of anatomy for three years. 
Sir Walter Langdon-Brown, who retired from the regius 
professorship of physic in October, has been re-elected 
a fellow of Corpus Christi College. 

Dr. J. S. Mitchell has been elected into a fellowship 
at St. John’s College. 


Royal College of Physicians of London 

At a meeting of the college held on April 30th, with 
Lord Dawson, the president, in the chair, the following 
members were elected fellows: 

Frederick William Price, M.D. Edin. (London): Harold 
Campbell Parsons, M.D. Toronto (Toronto); James Clark, 
M.D. Aberd. (Shetfield); Otto May, M.D.Camb. (London) ; 
Henry Charles Gustave Semon, M.D. Oxon. (London); Harold 
Black, M.D. Belf. (Birmingham); Henry Owen West, M.D. 
Lond. (London); Eric Wordley, M.D.Camb. (Plymouth 
Dorothy Christian Hare, M.D. Lond. (London); Charles 
Brehmer Heald, M.D.Camb. (London); Arthur Hillyard 
Holmes M.D. Manch. (Manchester); Charles Titterton Mait- 
land, M.D. Lond. (London Brevet-Col. Robert Cecil Priest, 
M.D, Camb. (R.A.M.C., Egypt): Lawrence Paul Garrod, M.D. 
Camb. (London); Kenneth Harry Tallerman, M.D. Camb. 
(London); Redvers Nowell Lronside, M.B. Aberd. (London) ; 
Reginald Cyril Lightwood, M.D. Lond. (London); Lieut.-Col. 
Ambuj Nath Bose, M.B.Calcutta (I.M.S.); William Innes 
Gerrard, M.D. Aberd. (Hong-Kong); Ernest Bulmer, M.D. 
Edin. (Birmingham); John Thornton Ingram, M.D. Lond, 


Leeds); Philip Montagu D’Arcy Hart, M.D, Camb. (London 

Eric Alfred Blake Pritchard, M.D.Camb. (London); Major 
Sohan Lal Bhatia, M.D.Camb. (1.M.S. Bombay); Joseph 
Tegart Lewis, M.D. Belf. (Belfast); Charles Paton Blacker, 
M.D. Oxon. (London); Edwin Charles Warner, M.D. Lond 
London); John Greenwood Wilson, M.D. Lond. (Cardiff 

William Hofmeyr Craib, M.D. Camb. (Johannesburg); Charles 
Bruce Perry, M.D. Bristol (Bristol); Eric Newmarch Allott, 
M.B. Oxon. (London); Hector Kenneth Goadby, M.D. Camb. 
(London); Leonard Findlay, M.D. Glasg. London); John 
Gordon Thomson, M.B. Edin. (London); Derek Ernest Denny 
Brown, M.B.N.Z. (London) ; and under Bye-law X XXVIII. (6), 
Sir Frederick Grant Banting, M.B. Kingston (Toronto); Henry 
Havelock Ellis, L.8.A. (London); and Robert Thomson Leiper, 
M.D. Glasg. (London). 


The following were admitted members of the college : 


Douglas Anderson, M.B.Sydney; Charles Gaffney Baker, 
M.B. Lond.; Bawa Ishar Singh Bhalla, M.B. Punjab; Edward 
Eric Keith Bottomley, M.B.Melb.; Surg.-Lieut. Commdr. 


Thomas Latimer Cleave, L.R.C.P. Lond. ; Maurice Coke, 
L.R.C.P. Lond.; Arthur Claud Ely Cole, M.B.Camb.; Joseph 
Doupe, M.D. Manitoba; John Ewart Edson, M.B. Sheff.; 
Thomas Russell Cumming Fraser, M.B.N.Z.; Rupert Mont- 
gomery Gordon, M.D). Dubl.; Isaac Henry Gosset, B.M. Oxon., 
L.R.C.P. Lond.; Cedric Culy Harvey, M.B. Lond., L.R.C.P. 
Lond.; Robert Roger Henderson, M.B. Lond.; David Elvet 


Vaughan Jones, M.D. Lond.; Harold Witcomb Everley Jones, 
M.B. Lond.; Brian McArdle, M.B. Lond. ; Laurence Cleveland 
Martin, M.B. Camb. ; Ivy May Massick, M.B. Punjab ; Kenneth 
Sibley May, M.D. Lond.; Maurice Henry Pappworth, M.B 
Liverp.; Clifford Gregory Parsons, M.B.Camb.; John Erskine 
Grayhurst Pearson, M.B.Oxon.; David Shaw, M.D. Lond. ; 
William Fletcher Shaw, M.D. Manch.; Roy Mckenzie Stewart, 
M.D. Edin.; Tryambak Hari Tulpulé, M.B. Bombay; and 
John Michael Vaizey, M.B. Camb. 

Licences to practise were conferred upon 171 candi- 
dates (156 men and 15 women) who have passed the 
final examination of the Conjoint Board and have complied 
with the by-laws of the college. The following are the 
names and the medical schools of the successful candi- 
dates :— 

Subrahmanyam Alankaram, ™ 1dras and West Lond,.: G. A 
Armstrong, Westminster ; . Armstrong, St. Mary's ; 
=. H. Baines, Camb, and St. ina. : H. C. W. Baker, Liverp. ; 

. R. Baleombe-Brown, Oxon. and St. Thos. ; 8. Ball, Liverp 


,. M. Barnes, Camb. and Sheff.; G m7 Barradell-Smith, 
Middlesex ; R.’H. Barrett, St. Bart. E. Beet, Middlesex ; 
E. D. Be ibin, Sheff.; A. M. Best, King’ 8 ( oli. T. F. Bostock, 
St. Bart.’ Cc. M. Bowker, St. George’s; a a D. Bradley- 


Watson and R. F. Braithwaite, St. Bart.’s; R. H. W. Britton, 
Thos,; J. M. Brown, Guy’s; J. W. F. Brown, St. Thos. 


I. 8. Buchanan, Westminster; 8S. C. Buck, Camb. and Lond. 

G. D,. Channell, Guy’s; 8S. H. C. Clarke, St. Bart.’s J. W. 
Clegg, Guy's; J. C. Coates, Leeds; bB. Cohen, Middlesex ; 
J. O. Collin, Camb. and Westminster; Ellen M. T. Colls, Royal 
Free; J. O. Creighton, St. Thos.; J. W. Crofton, Camb. and 
St. Thos.;: Nuala F. T. Crowley, Royal Free; &. Curwen, 


Middlesex ; B. K. Das Gupta, Caleutta and West Lond. ; 
45 gy oe amy Calcutta and Lond. ; H, K. Dastur, St. Bart.’s ; 


L. Davies, Oxon. and St. George’s ; W. H. Davies, Cardiff ; 
KF’, G. De lier, Liverp.; Hil ia S. F. de Peyer, King’s Coll. ; 
P. Diemer, St. Mary’s; H.G Dowler, Camb. and Middlesex ; 
. a +. Eddy, Oxon, and Middlesex ; »’,. Emmerson, Durh. ; 
Cc, H. C, Ferguson, Camb. and St. Thos.; J. P. Fox, West- 
minster; W. G. France, Leeds; Joan R. F = anklin, Royal Free ; 
O. M. Galal, Cairo and Birm.; R. E. ibson, St. Bart.’s 


Db. L. H. Goddard and P. W. D. Goda: ard, St. Thos, ; 
J. B. M. Green, Oxon. and St, Thos.; Eileen P. Gretton- 
Watson, Camb. and King’s Coll, ; J. A. T. Griffiths, Gers 
A. B. Hamer, Manch.; M. 8. B. A. Hamid, Singapore ; rs 

Harper, St. Bart.’s; E, W. Hart, Camb. and Middlesex . _ 
Hart, St. Thos,; L. Heasman and L. Henig, St. Bart.’s ; G. E, 
Hesketh, Liverp.; J. F. Heslop, Manch,; M. C. B. Heyns, 


Cape and Univ. Coll.; J. D. N Hill, St. Thos. ; W. A. T. Hill; 
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liver, R. A. Hoey, St. Thos.; L. R. Holt, Middlesex ; 
. C Houghton, Birm. Oo. Hughes, Guy’s ; K. F. Hulbert 
Jackson, Middlesex . 2. 8. ae Camb. 

q ‘ Johnson, Birm.; P. Jonescu, 

Jassy and St, Bart.’s ; W. H. Jopling, St. Bart.’ 8; ii, Josephs, 
King’s Coll. and Westminster; L.’B. Joshi, Bombay and 
Birm.; M. A. i ; ’L. U. Kamm Guy’s; D. D. 
Keall, Camb. and .~y : Rk, G. M. Keeling, Camb, and 

t = ae, B Kelly -Wiseham, Middlesex ; D. Kendall, 
Oxon. and St. Thos. ; B. S, Kent, Middlesex ; W. E. Kershaw. 
Manch.; D. N. Leiberman, Leeds ; S. A. H. Lesser, Camb. and 
St. Bart.’s; D. G. Levis, Camb. and St. S ty 5s. W 
thorne, King’s Coll. and Charing Cross ; A, ‘Lovell, “Car ft 
and Birm.; C. R. Lowe, —, ;. @, Ak, Liverp. ; D. A. G. 
MacQuaide, St. Thos, E. P. Madden, Charing Cross; J. A. 
Mansi, i * re M. Ss. aoe Glasg, and 1 peg of Wales 
pam Marshall, Oxon. and St. Mary J. Mason, 

and Hi idaleoes AE a Matthews, Calcutta and 
St. i: i. Atel Wale Maughan Middlesex ; N. E. Maw by, Liv erp. ; 

elier, Camb. and Middlesex ; .o p- N. Milne, Guy’s : 
i Minett, Camb. and St. Geo Cc. ~ wo Manch. 
AE ‘Liverp. ; J. T. Murray-Aynsle nag ‘ons and S Thos. : 
Alice L. Musgrave, Royal Free; R. . F nd Madras ; 
Lucy M. B, Nelson, Royal Free: J. H. gH Newnham, Lond. ; 
W. 3S. A. Oakes, Leeds ; > we O’Gonnor, Manch. and West. 
Lond.; Sushila a Paranjpe, Royal Free; J. W. Parks, 
St. Bart.’s; B,. Parsons-Smith, and WwW. J. E. Phillips, 
Camb. and St. Sends e's; J. W. Pierce, St. Thos. ;. ©. 
L. Pile, Camb. onde Middlesex; F. E.’ Pitt- Payne, Guy’s ; 
Faith C, an Univ. Coll, ; E. D. Pond, Charing Cross 5 
Lena F, G Priestman, Royal Free; J. M. Ranking, Camb 
and St. Thos. ; E. W. Rees, St. Thos. ; A. Reeves, Leeds 
A. H. M. Richards, Oxon, and St. Thos, ; Gwen ents : 
Royal Free; Lily Rivlin, Univ. Coll,; J. L. D, a St. 
Bart.’s ; WwW. w. oberts, Sheff.; 8S. Rosof, St. Mary’s ; R. 
Royston and D. M. Samuel, St. ‘part,’ 8; 8. H. Samuel, et 
J. W. R. Sarkies, St. Thos. ; M. Schalat, Lond. ; G. E. B. Scott, 
Univ. Coll.; Mary Scott, "Royal Free : D. R. Seaton, Camb. 
and Leeds ;’ R. G. Silver, Oxon. and Middlesex; M. R. Singh, 
Madras and Middlesex ; ©. H. Smith, Madras and West Lond. 
G. C, Smith, Camb. and St. Thos.; H. P. R. Smith, Camb. and 
Lond,; J. I. M. Smith, = Coll. and North Staffs. Inf. 
Edith M. Spencer, | Univ. Coll. ; A. H. M.-K. Tabatabai, Birm: 
A. K. Talwalkar, Bombay ; em ra “Taylor, Lond, ; D. Teare, 
St. George’s ; 0. H. J. M. Telling, Oxon, and "Leeds : 8S. F. 
Thomas, Lond.; R. M. Thornton, St. Thos.; P. H. Tooley, 
Lond.; R, F. ‘Townsend, King’s Coll, and Westminster ; E. G. 
Tuckwell, Oxon. and St. Bart.’s; T. A. Turnbull, Guy’s; 
J. R. T. Turner, Camb. and St. George’s; G. A. van Someren, 
Middlesex ; G. G. Waldin, St. Bart.’s; CO. P. W arren, Lond, ; 
H. Weiner, and A. M. Williams, St. Bart.’s ?, 
Wilson, Camb. and Middlesex; J. R. Wilson, King’s Coll, : 
4 R. Wilson, Camb. and Lond.; A. W. Wrage, ene 2. 

M. Wright, St. Thos. ; and C. A. Young, St. Mary” 

The following diplomas were conferred, jointly with the 
Royal College of Surgeons :— 

D.T7.M, & H.—J. K. Adranvala, H. A. Al-Farouki, 
A. G. W. Branch, E. J. Bury, R. Calderwood, ¢. é Carr, 
B. K. P. Choudhury, R. L. om, J. Dic C. Dolly, 
> Farrell, E. A, Fernando, W. A Fitzhecbert, .% C. Foster, 

F. rg ler, R. R. Gh harekhan, D. 4. B. Hopkin, H. O, 
Sones, O . Khairat, A. G. Kulkarni, E. A. Lawrence, G. K. Lim, 
J. B. obo, G. W. McAleer, J. S. ied or, Oonnunniamma 
Matthai, H. Most, K. GC. Pridd G. ne, S. Rajendram, 
M. 8. Rao, J. D. Reid, W. H. Sc FA P. B. E. Senewiratne, 
M. J. Shall, Violet R. Sharp. D, A. Smith, D. 8. Smith, J. R. C. 
von Hae . Theodoulou horne-Thorne, 8. R. Verma, Tatjana 
von aebler, and E. iY Wickremeratne. 

D.O.M.S.—F. Badroc arom, B. Be. Chendhurl, J. E. Clark, T. K. 
Clifford, 8. 'P. Divatia, G, Eb H. D. Ferdinands, 
F, Heckford, T. J. Howell, a A. Theahien, F, } Jensen, A. de B. 
Joyce, J Mazell, F. Moore, 8. Math, T. Nath, G. Pollock, 
E. P. Tulloh, N’ Wren, and E. C. Zorab. 

DC. OH Cech H. Asher, L. I. ms Campbell, E. H. Capel, 
M. Carr, Anne A. Greig, R.'H. Fish, Margaret I. Foxwell, 
8. C. Gawne, Constance M. Hall, irene M. Holoran, A. H. Khan, 
H. L, Lee b. F. Longbotham, W. H. pusceren Margaret R. 
Price, C. K Rowan-Legge, W. I. D. Scott, J. M. Watt, and 
R. A. Wilson. 

Lord Dawson was re-elected as representative of the 
college on the governing body of the British Postgraduate 
Medical School. Sir Bernard Spilsbury will deliver the 
Croonian lectures on the Doctrine of Inflammation at 
5 o’clock at the college on May 19th, 21st, and 26th. 


Notification of Manganese Poisoning 

The Home Secretary proposes, after the expiration of 
forty days from May 4th, to make an order requiring that 
all cases of manganese poisoning occurring in factories 
or workshops shall be reported to inspectors of factories 
and certifying surgeons. 


Industrial Health Education Society 

The annual meeting of this: society will be held on 
Wednesday next, May 13th, at 5 Pp.m., at 29, Portman- 
square, London, W.C., on the invitation of Lord Luke 
(the chairman) and Lady Luke. Sir Kingsley Wood, 
M.P.,, Minister of Health, and Mr. George Hicks, M.P., 
will be among the speakers, The hon. secretary is Dr. G. 
Clark Trotter, and the office is at Tavistock House North, 
Tavistock-square, W.C. 1. 
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Medical Research Cennalé Travelling Fellowships 

The Council invite applications for the following 
travelling fellowships for the academic year 1936-37 :— 

(1) In Medical Science (including Clinical Medicine and 
Surgery).—Two or more fellowships to be awarded by 
the Council, and one Leverhulme fellowship, to be awarded 
on the nomination of the Council. 

(2) In Tuberculosis.—Dorothy Temple Cross research 
fellowships (up to four). 

(3) In Psychiatry and Neurology (including Neuro- 
surgery). 

Candidates who are eligible under the second and third 
heads will as a rule not be considered under the first head. 
Completed applications must be lodged by June Ist, 1936. 
The awards will be made to suitably qualified British 
subjects of either sex, who have had some training in 
research work in the medical sciences and are likely to 
profit by a period of work at a university or other approved 
centre in another country before taking up positions for 
higher teaching or research in the United Kingdom. 
Fellowships under the first and second heads will each 
carry @ stipend of £400 with an expenses allowance in 
addition. Fellowships under the third head are subject 
to different regulations but are of approximately equiva- 
lent total value. Inquiries for further information and 
forms of application should state the type of fellowship 
sought, and should be addressed to the secretary, Medical 
Research Council, 38, Old Queen-street, Westminster, 
London, S8.W. 1. 


London Hospital Medical College 

Sir William Bragg, O.M., president of the Royal Society 
will distribute prizes to successful students at this school 
on Friday, June 26th, at 3 p.m. 


Glasgow University Club, London 

This club will dine at the Trocadero Restaurant, 
Piccadilly, W., on Friday, May 29th, at 7.15 for 7.30 P.M., 
when Mr. Ramsay MacDonald will ‘take the chair. Any 
Glasgow University men who, though not members of the 
club, desire to attend are asked to communicate with the 
honorary secretaries, 62, Harley House, London, N.W.1. 


Invalid Children’s Aid Association 

The annual meeting of this association will be held at 
Norfolk House, 31, St. James’s-square, London, 8.W., at 
3 p.m. on Tuesday next, May 12th. The Archbishop of 
Westminster will preside and the speakers will include 
Sir Kingsley Wood, Minister of Health, Sir Maurice 
Cassidy, and Mr. H. 8. Souttar. 


West Kent Medico-Chirurgical Society 

The annual dinner of this society will be held at Chies- 
mans Restaurant, Lewisham, S8.E., on Thursday, May 14th, 
at 7.30 for 8 p.m. Dr. J. R. Wylie, the president, will be 
in the chair. The hon. secretary of the society is Dr. 
Cc. J. B. Buchan, 267, Baring-road, Grove Park, London, 
8.E. 12. 


British Red Cross Society 

Red Cross Day will be held on the anniversary of 
Florence Nightingale’s birthday, Tuesday, May 12th, 
when funds will be collected in aid of the work of the 
British Red Cross Society. This includes the maintenance 
of ambulances and first-aid stations, clinics for rheu- 
matism and orthopedic clinics, an organisation for blood 
transfusion, and dispensaries for hop-pickers and herring- 
fishers, while the society is also taking part in plans to 
mitigate the consequences of air raids, and has sent two 
units to Abyssinia for the relief of Ethiopian sick and 
disabled. 


Vanishing Fauna of Africa 

In a lecture delivered at King’s College last Monday 
under the auspices of the University of London Animal 
Welfare Society Dr. A. H. B. Kirkman spoke of the rapid 
extermination of the African fauna and the failure of the 
Colonial Office to establish sanctuaries or national parks. 
The Kruger National Park of South Africa and the Parc 
National Albert of the Congo were the only reserves that 
could not be abolished by a stroke of the pen. The'London 
Convention of 1933, though nominally operative, would 
have no pronounced results for a long time to come. 
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OBITUARY 


ALBERT CARLESS, C.B.E., M.S. Lond., 
F.R.C.S. Eng. 


THE death occurred suddenly at Worthing on 
April 27th of Mr. Albert Carless, consulting surgeon 
to King’s College Hospital and known by name to 
the whole medical world through the famous manual 
of surgery, colloquially known as ‘‘ Rose and Carless.” 

Albert Carless, who was born at Richmond in 1863, 
received his early education at King’s College School 
and joined the medical school at King’s College 
Hospital in 1881. He was a successful student, 
winning medals and scholarships, among others 
the Warneford and Leathes prize, and graduated as 
M.B. Lond. with 
honours in 1886, 
as B.S. in 1887, 
and in the following 
year as M.S., taking 
also the diploma of 
F.R.C.S. Eng. He 
held the house 
appointments at 
King’s College Hos- 
pital, having the 
distinction of dress- 
ing for Lister, was 
appointed surgical 
registrar, and duly 
became assistant 
surgeon to the hos- 
pital and teacher 
of clinical and 
operative surgery. 
In 1898 he became 
full surgeon to the 
hospital and in that 
year appeared the 
first edition of the 
famous ‘‘ Manual of Surgery” of which he was the 
joint author with the late William Rose. Prof. Rose’s 
share in the production was that of supervision ; the 
work was entirely written by Carless and was the 
outcome of his splendid teaching classes. It was 
translated into Hungarian, Chinese, and Arabic, 
and American editions were also published. 

Mr. C. P. G. Wakeley writes: ‘‘As a teacher, 
Carless was a stimulating and fluent exponent of the 
art of surgery, and probably no one had a bigger 
class following him round the wards of the old King’s 
College Hospital, in Lincoln’s Inn Fields. In fact, 
some dressers frequently complained that they rarely 
could get near the patient when Carless was doing a 
teaching round, for often he had some sixty to eighty 
fellowship students accompanying him round the 
wards. These men were drawn from the other 
London hospitals and from the Dominions. Carless 
had that adaptability for teaching which made him 
outstanding, for it did not matter whether the patient 
was a vague abdominal case with few symptoms, or 
a classical example of a cancer, he made it interesting 
and could teach for an hour or more in that lucid 
and compelling manner, which, for many a student, 
facilitated his passing the higher examinations in 
surgery. The ‘ Manual of Surgery,’ which Carless 
wrote and published in 1898, was in reality a com- 
bination of the notes which he had made during his 
coaching and teaching of advanced surgical students. 
Prof. Rose’s name was added to the volume rather 
as an appreciation by Carless of what he had received 


MR. CARLESS 
[Photograph by Elliott and Fry 


from one of his earlier teachers.”” But the senior to 
whom Carless owed most was Lister, to whom when 
on the hospital staff he acted as assistant surgeon. 
Thus he had seen the whole antiseptic technique 
develop. As a surgeon he was careful, thoughtful, 
and a rapid operator, being able to put into practice 
the results of his own orderly demonstrations to 
many mixed classes. He was devoted to King’s 
College Hospital to which he always gave unstintedly 
the major portion of his time, but he was on the 
staff also of the Seamen’s Hospital at Greenwich and 
of several other institutions, and wherever he worked 
his outstanding characteristics of clinical skill and 
thoughtfulness for the patient were manifest. 

During the war Carless served first with the rank 
of major as surgeon to the London Hospital, Terri- 
torial, 1914-16; later he became consulting surgeon 
to the Eastern Command, and at the close of hostilities 
he was promoted to the rank of colonel and received 
the C.B.E. Throughout the period of the war he 
held the position of professor of surgery in King’s 
College, a position in which he had succeeded Sit 
Watson Cheyne in 1902. He resigned from the 
honorary staff of King’s College Hospital in 1919, 
and was appointed consulting surgeon. There can 
be no doubt that these strenuous duties, coupled 
with the loss of two sons in the war, were the factors 
responsible for his early retirement from the staff. 

From an early period in his professional life Carless 
had been deeply interested in religious and social work, 
and when he retired from King’s College Hospital 
several years before his time on the staff was com- 
pleted it was due to a desire to devote himself to 
philanthropic aims. He was medical director of 
Dr. Barnado’s Homes, in which capacity he travelled 
round the world more than once and visited most 
countries. There can be no doubt that the good 
influence which he imparted was tremendously appre- 
ciated by that ever-growing institution. After 
devoting himself for some five years to this and 
similar labour, he retired to Crieff, where he made his 
Scottish home. He has left behind him a great 
reputation as teacher, surgeon, and philanthropist ; 
throughout his busy and varied life he was consistent 
in his obedience to deep religious convictions and in 
his desire to ameliorate human troubles. 


CECIL JOHN ROGERSON, M.C., M.B. Lond, 

Dr. Cecil John Rogerson, who died recently at 
the untimely age of 49, had a fine career. His 
parents lived in Lewes, where he spent his boyhood, 
and he received his general education at Brighton. 
He went to University College Hospital, graduated 
as M.B., B.S. in 1909, and then served the resident 
appointments at the Leicester Royal Infirmary. 
On the outbreak of war he joined up immediately 
and distinguished himself for his courage and devotion 
to duty. He was awarded the Military Cross for 
attending the wounded under fire and reached the 
rank of lieut.-colonel, R.A.M.C. He had a narrow 
escape of being killed on Armistice Day, for just 
before eleven o’clock a German shell exploded by 
his side and killed several who were standing near 
him. After the war he was appointed to the Kent 
and Canterbury Hospital as physician and became 
recognised also as a skilful anesthetist. In general 
practice, where he was the partner of Dr. H. O. 
Preston, he was highly successful. Though privately 
rather a difficult man to approach, being reticent 
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and reserved, in his 16 years in ¢ enterbury as a general 
practitioner he was a complete success. He was 
able and conscientious, popular with his patients, 
and regarded with particular affection by many. 
He was a good obstetrician and gynecologist with 
a special affection for children, which his little patients 
returned. He was a physically delicate man, and 
broke down in health some two years ago, but seemed 
to have made a good recovery. A few weeks before 
his death he failed again and entered a sanatorium 
where his condition gave rise to anxiety, but the 
end was unexpected. Rogerson was an enthusiastic 
sportsman, had been a useful bowler as a member of 
the local cricket club, and played golf and tennis 
with equal keenness. He was unmarried. 


ALFRED ERNEST PAYNE, M.B. Lond. 

Dr. Alfred Ernest Payne, who died on April 7th, 
was born in Leicester, received his general education 
at Wyggeston School, Leicester, and his medical 
training at St. Mary’s Hospital. He was a successful 
student, entered St. Mary’s as a natural science 
scholar, gained prizes in several preliminary subjects, 
and became prosector of anatomy in the school. 
He graduated as M.B. Lond. in 1898 and was for a 
time assistant demonstrator of anatomy at St. Mary’s 
Hospital. After short service with a steamship 
company he started general practice in Leicester, 
but during the war he developed an interest in radio- 
logy, derived from his skilled practice of photography, 
and he was attached to the 5th Northern General 
Hospital as radiologist. After the war he did not 
return to general practice but specialised in radiology 
and in this capacity won high repute in and beyond 
his locality. He became radiologist to the Leicester 
Pensions Hospital and Institute of Diseases of the 
Skin, and to the Loughborough General Hospital, 
and at the time of his death was honorary consulting 
radiologist and director of the department at Leicester 
Royal Infirmary. He had been a vice-president of 
the special section of the Royal Society of Medicine, 
and in 1921 was president of the Leicester Medical 
Society. He married Lillie, daughter of Dr. C. A. 
Schneider, and was 60 years old at the time of his 
death. 


J. G. CATTANACH, M.D., F.R.C.P. Edin. 


THE death occurred in Edinburgh on April 28th 
of Dr. J. G. Cattanach at the age of 84; he had been 
for many years closely associated with the medical 
life of Edinburgh. He graduated with distinction 
at Edinburgh University in 1893 and was an original 
life member of the Students’ Union. He was a 
resident at the Royal Infirmary and was a tellow and 
president of the Royal Medical Society. He became 
a fellow of the Royal College of Physicians, Edinburgh, 
in 1898, and was for a time assistant physician to 
the Deaconess Hospital. He was appointed assistant 
to the professor of medicine in Edinburgh University, 
a post which he held for many years, and in that 
capacity his genial personality is well-remembered 
by many graduates. 

Dr. Cattanach was a man of many interests. In 
his younger days he was a keen sportsman, an 
enthusiastic golfer and angler, and a fine shot. He 
had, moreover, an extensive knowledge of Scottish 
life and letters. He was proud of belonging to a 
Highland family, and took a pride in the fact that 
at one time he had been a piper in the London 
Scottish, He was a prominent member of the 
Scottish Arts Club, the Pen and Pencil Club, and 
of the Monks of St. Giles. He served with the rank 
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of Captain : in : the R.A.M.C. (Territorials), and was a 
justice of the peace. He is survived by two 
daughters. 
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SOCIETIES 


ete — SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
wear, May 12th. 
herapeutics and Pharmacology. 5 P.M. Annual General 
“ee, Prof. J. H. Gaddum: Estimation of Hista- 
mine in Blood. Mr. R. Wein: Effect of Diet on 
Resistance to Drugs. 

Psychiatry. 8.30 p.m. Annual General Meeting. Dr. E. 
Guttmann: Psychiatric Observations in Arterial 
Hypertension. Dr. R. F. Barbour: Bromide Intoxi- 
cation. Dr. W. Mayer-Gross: Optic Impairment in 
Constructional Apraxia. 

WEDNESDAY. 

Surgery: Subsection of Proctology. 5 P.M. Annual 
General i? Dr. R. Bensaude, Dr, Marshall 
Findlay, Dr. P. H. Manson-Bahr, and Mr. J. P. Lock- 

hart- -Mummery : The AXtiology and Treatment of 
Fibrous Stricture of the Rectum (including Lympho- 
granuloma Inguinale), 

FRIDAY, 

Obstetrics and Gynecology. 8 P.M. Annual General 
Meeting. Mr. Frederick Roques, Mr. Arnold Walker, 
Dr. A. J. Wrigley, Dr. Herbert R. Spencer, and Mr, 
James Wyatt: That Induction of Premature Labour 
should not Play any Part in the Treatment of Pelvic 
Contraction or Disproportion in Primigravide. Mr. 
Everard Williams, Br. G. W. Theobald, Mr. Hastings 
Ince will also speak. 


Radiology. 7 P.M, Annual General Meeting. 


SATURDAY, 
History of Medicine. Meeting at Bath. 2.46 P.M., 
Demonstration of Bathing Establishments. 9.30 P.M., 


bane F. G. Thomson: mane aed Phpaiclans ‘at Bath 
nd the Times they Liv 
soc IETY OF MEDICAL OF HCERS: OF HEALTH, 1, Thorn- 
haugh-street, W.C. 
Fripay, May 15th.—5 P.M., Prof. W. W. Jameson and 
Prof. R. M. F, Picken: Post- graduate Teaching in 
Public Health 
SOUTH-WEST LONDON MEDICAL SOCIETY. : 
WEDNESDAY, May 13th.—9 P.M. (Bolingbroke Hospital, 
bf andsworth Common, 8.W.), Mr. H. Samuell and Dr. 
O. Hawthorne : Voluntary Euthanasia. 
MEDIC aL SOCIETY OF LONDON, 11, Chandos-street, W. 
Monbay, May 11th.—8 P.M "Annual General Meeting. 
8.30" P.M., Sir James Walton: Carcinoma of the 
Stomach, (Annual Oration.) A Conversazione will 


follow. ‘ 
HARVEIAN SOCIETY OF LONDON. 
THURSDAY, May 14th.—8.30 P.M, (Manson House, 26, 
Portland- place, W.), Dr. Basil Parsons-Smith : Angina 
,ectoris 
SOCIETY OF RADIOTHERAPISTS. : 
FRIDAY, May 15th.—4.30 p.m. (11, Chandos-street, W.), 
Mr. G. F. Stebbing and Miss Margaret Tod: Technique 
and Results vod the Radiation Treatment of Carcinoma 


of the Rec 
NORTH-WEST LONDON MEDICAL SOCIETY. 
TUESDAY, May 12th.—9 P.M. (Stroud Laboratories, National 
Cancer Research Fund, The Ridgeway, Mill Hill, 
N. iad -). Dr. W. E. Gye: Recent Advances in Cancer 


Research. 
PADDINGTON MEDICAL SOCIETY. : : 
TUESDAY, May 12th.—9 p.m. (St. Mary’s Hospital, W.), 
Dr. James Mennell: Diagnosis and Treatment of 
some Common Conditions for which Manipulative 
Treatment is Required. 
TUBERCULOSIS ASSOCIATION. . 
FRIDAY, May 15th.—5.15 P.M. (Manson House, 26, Port- 
land-place, W.), Sir Leonard Rogers, Dr. Andrew 
Morland, and Dr. Basil Price: Climate and its Rela- 
tionship’ to Tuberculosis. 8.15 P.M., Mr. J. E. H. 
Roberts and Dr. F. G. Chandler: Recent Advances 
in Thoracoscopy and yo oy Section 
Byetise INSTITUTE OF RADIOLOGY, 32, Welbeck-street, 


THURSDAY, May 14th.—6.30 p.m., Annual General Meeting. 
FRIDAY.—11 A.M., Visit to the Radium Institute, 16, 
Riding House-street, W. 5 P.M., Case Demonstration 
and Discussion. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY 
saree, May 14th.—8.30 P.M. (11, Chandos-street, W.), 
Emanuel Milier : The Limits of Psychopathology. 
ROYAL Mi DIC O- PSYCHOLOGICAL ASSOCIATION. 
WEDNESDAY, “May 13th, and THurspay.—Meeting at 
Glasgow. On Thursday, at 2.30 P.M., Symposium on 
Somunifaine, 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 
TUESDAY, May 12th, WEDNESDAY, and THURSDAY.— 
5.30 PM. (17, Bloomsbury-square, W.C.), Prof. Arthur 
Stoll (Basle): Cardiac Glucosides. 
Fripay.—5 P.M. (King’s College, Strand, W.C.), Prof. 
Henri Fredericq (Liége): The Laws of Excitation of 


the Autonomic Nervous’ Systems, 
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INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE. 
TUESDAY, May 12th, to SaTUuRDAY, at the Hotel Great 
Central, Marylebone-road, N.W., and elsewhere. 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, 

MONDAY, May 1lith.—2.15 P.m., Dr. Duncan White: 

Radiological aaceoniinan, 3.30 PM., Dr. Wilfred 


Shaw: Irregular Uterine Hemorrhage. 

TUESDAY.—2 pP.M., Prof. E. H. Kettle: pee 
Demonstration. 3 P.M., Mr. Earl King, Ph.D. 
Phosphatase as a Test of Hepatic Function, 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical), 2.30 P.M., clinical and pathological con- 
ference . 

THURSDAY,—2.30 P.M., Dr. W. 5S. C, 
2.30 P.M., . Sir Henry Gauvain : 

3 PLM., Operative Obstetrics. 
FRIDAY.—2.15 P.M., Dr. A. A. 

Pathology. 

Daily, 10 A.M, to 4 P.M., medical clinics, surgical clinics or 
operations, obstetric and gynecological clinics or 
operations, refresher course for general practitioners, 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 

MEDICAL ASSOCIATION, 1, Wimpole-street, W 

Monpbay, May llth, to SUNDAY, May lith. 
HospiTraL, S.W. All-day course in thoracic 
St. JOHN’s HOospPITAL, Lisle-street, W.C. 
course in dermatology.—MAUDSLEY HospItraL, Den- 
mark-hill, S.E. Afternoon course in psychological 
medicine.—CANCER HOSPITAL, 8.W. Sat. and Sun., 
course in general surgery.—Courses are open only to 
Members of the Fellowship. 

LONDON SCHOOL OF DERMATOLOGY, 5 
MonDay, May 1lith.—5 P.m., Dr. W. N. 

form Eruptions. 

TUESDAY.—5 P.M., Dr. H. C. G. 
Buccal Mucous Membrane. 

THURSDAY.—5 P.M., Dr. A. C, Roxburgh : 

FRIDAY.—5 P.M., Dr. W. Griffith : 

HOSPITAL FOR SICK CHILDREN, 

W.c, 


Copeman: Arthritis. 
Surgical Tuberculosis, 





Davis: Gynecological 


BROMPTON 
surgery.— 
Afternoon 


Lisle-street, W.C. 
Goldsmith : Acnei- 


Semon: Diseases of the 


Eczema, 
Bullous Eruptions, 
Great Ormond-street, 
WEDNESDAY, May 13th.—?2 P.m., Sir Lancelot Barrington- 


Ward: Hirschsprung’s Disease, 3 P.M., Lecture 
Dr. W. W. Payne: Food Values: Normal ‘and Special 


Diets. 
Out-patient clinics daily at 10 a.m. and ward visits at 
2 P.M. 
UNIVERSITY OF BIRMINGHAM. 
somes May 12th.—3.30 p.m. (General Hospital), Mr. 
T. Rose: Principles and Practice of Radio-surgery. 


Tenmmat, 4 P.M. (Medical Faculty Buildings), Prof. 
Ww. W Topley, F.R.S.: The Practical Application 
of saltetn- Abas Mechanisms in Diagnosis, Pro- 
phylaxis and Treatment, (William Withering Lecture.) 

FRIDAY.—3.30 P.M. (Queen’s Hospital), Dr. E, Baylis Ash : 
Psoriasis and Seborrhaa,. 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, May 12th.—4.15 P.M., Mr. E. D 
sive Disease of Peripheral Arteries. 
FRIDAY.—4.15 P.M., Mr, A. H. Southam : 
of Surgical Cases. 


. Telford : Occlu- 


Demonstration 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION, 
WEDNESDAY, May 13th,—4.15 P.M. (Victoria Infirmary), 
Dr. W. Herbert Brown: Occupational Dermatoses, 


Vacancies 


For further information refer to the advertisement columns 


Accrington, Victoria Hospital.—H.S. £159. 
Barnsley, Beckett Hospital and Dispensary. 


Cas, O. 
£250 and £200 respectively 


and H.P. 


Belfast, Forster Green Hospital, Fortbreda.—H.P. At rate 
of £150. 
Birkenhead Education Committee.—Asst, School M.O. £500. 


Birmingham, Selly Oak Hospital. 
9 guineas weekly. 
Bradford Royal Infirmary.—H.P. At rate of £1 35. 
Burton-on-Trent, Bretby Hall Orthopedic Hospital, 
Asst. M.O, At rate of £350. 
Burton-on-Trent General Infirmary.—H.P. 
Cambridge, Addenbrooke's Hospital.—Res. Surg. O. £225 
H.P. At rate of £130. 
Canterbury, Kent and Canterbury Hospital.—Hon. Physician. 
Cardiff, King Edward VII.Welsh National Memorial Association, 
Asst. Res. M.O. for Glan Ely Tuber. Hospital, £200. 
Comer. Beddington and Wallington Hospital.—Three 


Temp. Res. Pathologist. 


Locum Res. 
and Cas. O. £150. 
5. Also 


Hon, 


C central ots Throat, Nose,and Ear Hospital, Gray’s Inn-road, 
.C.—Third Res. H.S. At rate of £75. 

City rf London Hospital for Diseases of the Heart and Lungs, 
Victoria Park, Med. Reg. 

Coventry and Warwickshire Hospital.—Hon, Ophth. 

Delamere, Cheshire, Crossley Sanatorium.—Med. 

Derbyshire County Council.—Asst. 
M.O. £600, 

Doncaster Royal Infirmary.—H.S. £175. 

Dreadnought Hospital, Greenwich, S.E.— Receiving Room Officer. 
At rate of £200. 

Durham County Council Education 
M.O, £500, 

East Ham County Borough.—Locum Tenens. £10 10s, weekly. 

Epsom County Hospital.—Res. Asst. M.O. At rate of £375. 

E = Hospital for Sick Children, Southwark-street, S.E.— 
H.P. At rate of £120, 


Surgeon, 
Supt. £650. 
Maternity and Child Welfare 


Department.— Asst. School 


VACANCIES 
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Exeter, Devon Mental Hospital, Exminster.—Jun. 
Fareham, 


£700, 
Gordon Hospital for Rectal Diseases, 


Asst. M.O, £350, 
Hants, Knowle Mental Hospital.—Deputy Med. Supt, 


Vaurhall Bridge-road, SW 


Res. H.S. At rate of £150, 

Guildford, Royal Surrey County Hospital.—H.S. £150, 

Halifax Royal Infirmary.—Third H.S. At rate of £150, 

Holt, Norfolk, Kelling Sanatorium.,—Second Asst, Res. M.O, 
£350, 

Hospital for Sick Children, Great Ormond-street, W.C.—Res. 


H.P. and Res. H.S. Sach at rate of £100. 

Huddersfield Roval Infirmary.—Res. sure. O, £225—-£250. Cas. O. 
£200. H.P. and Res, Anvwsthetist Also H.S., Each at 
rate of £150. 

Hull Royal Infirmary.—H.S. to Ophth. and Ear, Nose, 
Throat Dept. At rate of £15). Also H.S. to 
Branch Hospital. At rate of £160 

Ipswich, East Suffolk and Ipswich Hospital. 


Surgeon, £500, 


and 
Sutton 


Orthopedic 


Islington Metropolitan Borough. Asst. M.O.H £700. 
Isolation Hospital, Muswell Hill, N.—Res. M.O £50. 
Kettering end District General Hospital Second Res. M.O. £125. 
Kingston District Hospital. tes. Asst. M.O. At rate of £375, 
Leeds General Infirmary Reg. to Orthopedic Dept £400), 
Lincoln, Burton-road Hospital Asst. M.O.H, £600 

Liverpool City.—Temp. Jun. Asst. Bacteriologist. £400, 

Liverpool, Fazakerly Sanatorium, Res. Asst. M.O £200, 

Liverpool Hahnemann Hospital Hon, Asst. Ophth. 

Liverpool University.—Lecturer in Dept of Bac teriology 
and Lecturer in Physiology. Each £600-£700. Also two 
Demonstrators, Each £300. 

Llanelly and District Hospital, H.S. £151 

London Child Guidance Clinic, 1, ‘anonbury- place, N.—Three 


Fellowships in Psychiatry. Each £300, 
London “er Council, Asst. M.O., Grade I £350 Asst 
M.0O.’s, Grade II. Each £250 H.P. At rate of £12( 
Temp. Asst. M.O., Grade I. At rate of £350. Visiting M.O 
£200 Also Temp. Dist. M.O, At rate of £150 
Macclesfield General Infirmary.—Sen. H.S. At rate 
Manches‘er, Ancoats Hospital.—Combined H.S 
H.P. Post. At rate of £100. 
Manchester City.—Vacancies on Consultant 
&c., Staffs of Municipal Hospitals. £125-—£40 
Vanchester, Duchess of V ork Hospital for Babies : . 
Manchester Royal Children’s Hospital, Pe adickera Res, H.S, 
At rate of £100, 
Manchester Royal Infirmary.—Hon, Asst. Surgeon, 
Manchester and Salford Hospital for Skin Diseases 


of £180, 
(Aural) and 


Medic al, Surgical, 


Two Asst. 


M.0O.’s. Each £100, 

Miller General Hospital, Greenwich-road, S.EF. Res. Sure. O. 
and Reg, £250. Cas, O, At rate of £150. Also two 
H.P.’s and H.S. Each at rate of £100, 

Newcastle-upon-Tyne Hospital for Sick Children.—Asst. Hon. 


Physician to Skin Dept. 
Newport, Mon, Royal Gwent Hospital.—H.s. 
At rate of £135, 


and Asst. Cas. O 





North piding of Yorkshire C.C.—County M.O.H. and School 
M.¢ £1200, 

Norw: ich. Vorfolk and Norwich Hospital.—H.S. to Spec. Depts. 
£120, 

Nottingham Children’s Hospital,—Res. H.P. At rate of £150, 

Orford, The Warneford.—Jun, Asst. M.O. £350. 

Ozford, Wingfield-Morris Orthopadic Hospital, Headington.— 


Lord Nuffield Scholarship in Orthopedic 

Plymowh, Prince of Wales’s Hospital, 
Sure. O. At rate of £225. 

Poplar Hospital for Accidents, East India Dock-road, E 
Res, Officer, £175. 

Preston and ( county of Lancaster Royal Infirmary. H.S 

Princess Beatrice Hospital, Earl's Court, SU Res. 
rate of £150, 

Queen Charlotte's Maternity Hospital, 
Res, M.O. for Isolation Hospital. 
Anesthetist. At rate of £100. Res. 
Res. M.O, At rate of £90. 
of £80, 

Rawtenstall, Lancs, Moorlands Public 
Visiting Obstetrician, £100 and 


Surgery. £200, 
Greenbank-road ,— Res. 


Second 


£150) 
M.O, At 


Varylebone-road, NW 

At rate of £200, Res. 
Anesthetist and Dist. 

Also Asst. Res. M.O. At rate 


Institution.- 
per session 


issistance 
3 gens, 


Redhill, Royal Earlswood Institution.—Jun. Asst. M.O. “At rate 
of £250. 
Roche ye St. Bartholomew's Hospital.—Res. Surg. O. At rate 





o 
po A .— Hospital, Asst. or 
Royal Cancer Hospital, 

£100, 

Royal Naval Medical Service.—M.0.’s. 
Royal Northern Hosnital, Holloway, N.—H.P. At rate of £70, 
Royal Waterloo Hospital for Children and Women, Waterloo-road, 

S.E.—H.P. At rate of £100, 

St. John’s Hospital, Lewisham, S.E.—Hon. 

Seamen's Hospital Society, Greenwich.—H.S8. for 
pital, At rate of £140, 

Sheffield, Jessop Hospital for Women, 

At rate of £150 and £100, 
Ophth. 


patnerat, £250. 
Fulham-road, S .—H.S. At rate of 


Ophth. Reg. 
Tilbury Hos- 
Res. M.O. Also H.S. 


H.S. At rate of £120. 


Smethwick County Borough.—Asst. M.O.H. and Asst. School 
M.O, £350, 

Southend-on-Sea General Hospital.—H.S. for Spec. Depts. At 
rate of £100. 

South Eastern Hospital for Children, Sydenham, S.E.—Hon, 
Cons, Surgeon, Also Jun, Res, M.O. At rate of £100, 

Stafford, Prestwood Sanatorium.—Jun. Asst. M.O. £250. 

Stockport Infirmary.—H.S. and Cas. O. £150 

Taunton and Somerset Hospital.—Sen. House M.O, At rate of 
£150, 

Twickenham, St. John’s Hospital Hon, Cons. Physician, 

University College Hospital, Gower-street, Vo Hon, Asst. 


Surgeon, 


Walsall County Borough.—Asst. M.O.H, £350, 
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Warwickshire and Coventry Mental Hospital. ory Supt. £1200. 
Wembley U.D.C.—M.O.H. £1000. 

West Bromwich, Hallam ‘Hospital. —Two H.P.’s and H.S. Eachat 
rate of £260, 

West London Hospital, Hammersmith, W.—Res. Anesthetist. 
At rate of £100. 

Willesden General Hospital, Harlesden-road, N.W.—Hon, Clin, 
Assts. for _— patients’ Dept. 

Wolverhampton Royal Hospital,—H.P. At rate of £125. Also 
H.S. At rate of £100. 

Woolwich and District War Memorial Hospital, Shooter’s Hill, 
S.E.—Hon. Asst. Obstet. Surgeon. Also two H.S.’s. Each 


Zethand County.—County M.O.H. £7 = 
The Chief Inspector of Factories announces vacancies for 


Certifying Factory Surgeons at Brecon (Brecknock) and 
Hoylake (Cheshire). 


| Appointments 


CLaRK, E. B.,M.B, Edin., has been appointed Medical Registrar 
to the Out- -patient ’ Department of Manchester Royal 


satemaey. 
CLAYE, A. D. Leeds, F.R.C. a. Eng., Hon. Surgeon to the 
Hbepital’ t; ‘Women at Leed 
URRIE, D. W. M.D., Ch. M. Leeds, M.C.0.G., Hon, 
Obstetric Surgeon to the Leeds Maternity Hosp ital. 
Fox, | M.B. Liverp., D.P.H., Medical Officer ro Health, 
Sctionl ‘Medical Officer, and Port Medical Officer for Harwich. 
@vunen Syitvia K., M.D. Manch., M.R.C.P.Lond.. Hon. 
Visiting Physician’ to the Duchess of York Hospital for 
Babies, Manchester. 








HENDERSON, TANLEY, M.B. Li EET be Pan = 0.G., Resident 
H Obstetric Onticer at Hope ee 
ERRON 


C., Secena , aR Resident 
Medical “officer at the Southiands Hospital, Shoreham-by- 


Hisvop, J. C., M.B. Edin., Senior Resident Medical Officer at 
the King ‘Edward Memorial Hospital, 

Jounson, J. S., M.B, Durh., D.P.M., First Assistant Medical 
Officer at Durham County Mental Hospital, Winterton. 
KELLY, G. C., M.D, Aberd., D.P.H., Senior Assistant Medical 

Officer of "Health x Birming 
LipscuiTz, W., M.D Freiburg, L. RC. P, Edin., Assistan 
Medical Superintendent at the Royal Sea-Bathing Hospital 


argate, 
MoRGAN, VERNON, M.R.C.S i Lond an. Anesthetist to the 
-Prin ond 


cess Beatrice Hospital, 
NEwMAN, J. L., M.D. Camb., M.R.C.P. “Tent, D.P.H., Assistant 
County Vidcat Officer of Health for West Sussex and 
Medical Officer of Health for the Midhurst Rural District. 
OZANNE, R. C., M.B. Oxon., Hon. Physician to the Harrogate 
and District General Hospita 


tal. 
PHELAN, KIERAN, M.B. Irel., Assistant Port Medical Officer of 


Health for Harwich. 
— -SCHAFER M.R.C.P. Lond., Restpemt 


, E. P., M.B. Camb., 
cal Officer at the National Hospital for Diseases of the 
SHEPHERD, C. A., M.R.C.S. Eng., D.P.M., Medical Superin- 
tendent at tthe Kent County Mentai Hospital, Chartham. 


MITHERS M.D, Camb,., Out-patient Medical Officer at 
the National ’ ‘Hospital for Diseases of the Heart. 








Royal I Institution 


The annual meeting of the Royal Institution of Great 
Britain was held on May Ist. The report of the visitors, 
which was received and adopted, referred to the improved 
attendance at lectures, and stated that the recent Christ- 
mas juvenile lectures on photography had an average 
audience of over 500, while a Friday evening discourse 
by Sir James Jeans was attended by 640 people, the 
largest audience seen in the institution for many years. 
The legacy of Mr. Harry Brown, of Sergeant’s Inn, i 
expected to amount to between £25,000 and £30,000, and 
to invest this money and provide for future expansion of 
research the managers have purchased the freehold of 
19, Albemarle-street, immediately adjoining the premises 
of the institution. The reconstruction of the principal 
library is to be finished by the summer, and a large new 
research laboratory is being provided as a part of the 
scheme. By the issue of Volume VII. and a separate 
index the publication of Faraday’s diary has been com- 
pleted. 

The officers for the ensuing year will be Lord Eustace 
Percy (president), Sir Robert Robertson (treasurer), and 
Major C. E. 8. Phillips (secretary). The managers include 
Sir James Crichton-Browne, F.R.S., and Mr. V. Warren 
Low, and the visitors Prof. H. H. Hartridge, F.R.S. 


Bee* Sugar Effluent 


8) 2aking on May 4th before the London section of the 
Society of Chemical Industry, Mr. A. Parker, D.Sc., 
described the work of the Water Pollution Research 


TREVOR, “Davip, M.S. Lond., F.R.C.S. Eng., Hon. Assistant 
——— Surgeon at the Royal Waterloo Hospital, 
,ondon. 
URQUHART, JAMES, M.B. Edin., D.P.H., Assistant Tuberculosis 
Officer at Winter-street Hospital, Sheffield. 
Hampstead General and North-West London Hospital.—The 
ollowing appointments are announced :— 
KREMER, MICHAEL, M.D., M.R.C.P. Lond., Physician to Out- 
patients ; $ 
—, w., M.B. N.Z., House Surgeon to a Surgical Unit 


an 
Davies, D. W., M.R.C.S. Eng., Casualty Medical Officer. 


Certifying Surgeons under the Factory and Workshop Acts: 
Dr. V. WILKINSON, M.C. (Croydon District, Surrey) ; 
Dr. we BALLENDEN (Pontesbury District, Salop) ; 
and Dr. T. MORGAN (Swanscombe District, Kent ). 


_ Births, Marriages, and |] Deaths 


BIRTHS 
CHITNIS.—On May ist, at Welbeck-street, W., the wife of 
Dr. C. N. Chitnis, of a 80 son. 
April 27th, at Cowfold, Sussex, the wife of 
Dr. T. E. Matt: ews, of a daughter. 
SLEIGH.—On May Ist, at Dedham, Colchester, the wife of Dr. 
Graham Sleigh, ofa daughter. 


MARRIAGES 
CLARKE—BLUNT.—On April 20th, at Alexandria, Egypt, Major 
——_ Clarke, M.C. R.A.M.C . to Cicely Blunt, second 
daughter of Mr. and Mrs. Graham Blunt of Streatham. 
GanpwEn— Nixon. —On April 29th, at St. Mary-le-Tower 
Church, ee. Surg. Lt.-Com. (D.) Andrew Allen Gardner, 
to Mary Barron, daughter of the late Mr. J. C. Nixon and 
of Mrs. Nixon of Ipswich. 


DEATHS 
BENNETT.—On April 20th, at Westergate, Sussex, Cecil Bennett, 
bench, Eng., Medical Superintendent, General Hospital, 
a 


BRASH. ~ta April 29th, John Bardsley, M.R.C.S., L.R.C.P., 
Handsworth, Birmingham 

Brown.—On May lst, at Harrogate, James William Henry 
Brown, M.R.C.S, Eng., L.R.C.P. Edin., formerly of Holbeck 
and Roundhay, in his 77th year. 

BURNETT.—On April 25th, at W: estclift, John Duncan Burnett 
M.B. Aberd., of Southchurch, Essex, and formerly of 
Watford, Hertfordshire. 

CooKkEe.—On *May 4th, at Wootton, Isle of Wight, Reginald 
Torriano Cooke, M.R.C.S. Eng. 

Genet .-—On May 2nd, at Gatley, ¢ Ches., John Herbert Godson, 


M.B. Camb., D.P. 
GRANGE.—On April 29th, at Bournemouth, Wm. D’Oyly 
cna, M.D. Edin., formerly of Moffat ‘and Harrogate, 


aged 

Jackson.—On April 26th, suddenly, at Bae, John William 
Jackson, M.B. Glasg., ‘late of Shangha 

PaTon.—On’ April “ CR, R 








ugeley,_ Staffs, Benjamin Lewis 
Warr.—On April “26th, at Catlisle, John Alfred W _ M.B,. 
Camb., Lieut.-Col., "TD. (Retd.), Tyne mouth R.G 


N.B.—A fee of ve, . is charged for the insertion of a. of 
, Marriages, and Deaths. 


Board in the provision of cleaner rivers. The work of 
the Board, he said, had definitely shown that millions of 
gallons of water used by a beet sugar factory which were 
previously wasted can be saved and re-used after treat- 
ment by a simple and practical process, while, if it is 
necessary to discharge the water into a stream, it can be 
purified and pollution avoided by percolating filters. 
This was important, for the waste water from a single 
factory may be equivalent in its polluting character to 
crude domestic sewage from a town with a population 
of about 300,000 people. If the waste waters from all 
the beet sugar factories in this country were discharged 
into streams they would cause as much pollution as 
the sewage from a population of four or five million 
people. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

The following all-day courses will take place during May : 
thoracic surgery at the Brompton Hospital (May 11th 
to 16th); urology at St. Peter’s Hospital (May 18th to 
30th, men only); proctology at the Gordon Hospital 
(May 25th to 30th); an afternoon course in venereal 
disease will also be held at the London Lock Hospital 
(May 25th to June 20th); and a week-end course in 
general surgery at the Cancer Hospital (May 16th and 
17th). Courses are open only to members and associates 
of the Fellowship, and further information may be had 
from the secretary of the Fellowship, 1, Wimpole-street, 
London, W.1. 
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